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INTRODUCTION 


HISTORICAL PERSPECTIVE 


The National Health Planning and Resources Development Act of 1974 (Public Law 
93-641) designated Health Systems Agencies (HSAs) as the organizational units 
responsible for improved health planning at the local level. Under this act, the 
Health Planning Council, Inc., originally chartered in February, 1968 pursuant to 
Public Law 89-749, became the HSA for the Counties of Indian River, Martin, 
Okeechobee, Palm Beach, and St. Lucie. On October 1, 1982, the Federal Health 
` Planning Law, with respect to local planning, was phased out in Florida and the 
Health Planning Council was terminated on December 31 of 1982. 


LEGISLATIVE AUTHORITY 


Sections 2 and 3, Chapter 82-182, Laws of Florida* were signed into law by the 
Governor on April 21, 1982 and provided for the establishment of eleven local 
health councils and the establishment of a Statewide Health Council. Based on 
this authorizing Statute, the District IX Health Council, Inc. was incorporated on 
November 3, 1982 and became operational on January 1, 1983 to serve the same 
five counties formerly served by the Health Planning Council. 


COUNCIL PURPOSE, ORGANIZATION AND FUNCTIONS 


The local council members are appointed by the County Commissions having 
jurisdiction in the particular service district. District IX Health Council, Inc. 
consists of twelve Board members who serve two year terms. The Board members 
are representatives of health care providers, health care purchasers, and non-gov- 
ernmental health care consumers. The Council is supported by five staff mem- 
bers:. an executive director, two health planners and two support staff. 


_The functions of the local health councils differ from the predecessor.HSAs in . 


that they emphasize the advocacy of preventive health care and local health care 
planning. Furthermore, the local health councils are required to submit to the 
Department of Health and Rehabilitative Services a biennial local health plan. As 
defined in Florida Statutes, the local health councils shall: 


"Develop a district plan, using uniform methodology as set forth by the 
Department (HRS) which will permit each local health council to develop 
goals and criteria based upon its unique local health needs, such as the 
special health needs of rural areas and medically underserved communities. 


"The district plan shall be sumitted to the Department and updated periodi- 
cally and shall be in a form prescribed by the Department. The elements of 
an approved district plan which are necessary to the review of any Certificate 
of Need application shall be adopted by the Department as a part of its 
rules." 


The Department of HRS is required to make its Certificate of Need determina- 
tions in the context of the local health plan as well as statutorily mandated 
criteria. In this way, the local councils continue to give input into the CON 


*Amended in 1987 per Florida Statute, Sec. 381.703 
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decision-making process through the local plan, but eliminate the statutory 
requirement of local review of CON applications. 


The Council is also a clearing house for information. It acquires, assembles, 
and analyzes data concerning the status of the health of area residents and of 
the health delivery system. The Council keeps track of the number, type, and 
location of health resources and the corresponding patterns of utilization. It 
collects information quarterly from area nursing homes and monthly from the 
hospital sector. The Council provides technical assistance to CON applicants, 
to coordinating agencies (such as the Area Agency on Aging), and to members 
of the public who need information. 


This Council continues to carry out programs that were initiated by our 
predecessor organization, the Health Planning Council, Inc., by the adoption of 
all major plans and documents produced by that Council. Therefore, District IX 
Health Council, Ine. has at its disposal a wealth of information and program 
guidance that covers a broad spectrum of Health Programs. 


PLAN DEVELOPM ENT/IMPLEM ENTATION PROCESS 
Public Input 


Community participation is the single most important factor in the plan 
development and implementation process. hh recognition of the necessity for 
broad based community participation, the Council has adopted the following 


policy to assure the public involvement in developing all Council planning 
documents. 


DISTRICT 1X.HEALTH COUNCIL, INC. 
POLICY 
for 
PUBLIC ІКРІЛ INTO THE DISTRICT 11 HEALTH PLAN 


Because community participation 15 the keystone ef Mealth Planning, the following 
policy te insure the acquisition of such input has been developed. 


Regional planning began fa District IX fn 1968. It was developed through the ace 
tivities of the Areawide Health Planning Council, Inc. and continued through the 

functions of the Health Planning Council, Inc., both predecessor organizations of 
the District IX Meslth Council, Inc. Through the years, broad comunity partici- 
pation was a major policy in this District. 


Since 1968, each regional counci} was an out of the preceeding agency and 
each was able te build wpon the previous policies of the foregoing agency. 


The District IX Meatth Council, Inc, intends, to the extent possible, to utilize 
and build upon the policies and priorities of the Health Planning Council, Inc. 

It took many years to develop and refine the existing regional policies and priorf- 
Lies and to gain the broad based comunity acceptance which these policies and 
priorities have attained, Thus, existing region policies should be a major 
Consideration in developing the new District IX Health Plan. 


The Council will alse wtilize other methods t$ assure public input into the Plan 
Development Process. Some of these are: 


1. Intgr-agency Memoranda of Agreement. 


2. Participation through task forces, workshops, and Committee 
activities, 


3. Public notification of all meetings (public hearings) to Include 
legal notices of plans to be adopted, 


4. Special notices to affected persons/orpanizations regarding 
section(s) ef the District Plan during the developrent phase 
and prior to final adoption by the Council, 


Because the maintenance of standing committees requires considerable staff time 

and funding support (expenditures of time and money for associated travel, repro- 
duction, mailing and telephone), the development and utilization of such committees 
should be deferred wntil proper funding is available. 


-£- 


PLAN DEVELOPMENT/IMPLEMENTATION PROCESS 


Previously adopted State and Local Plans 


Inter-agency memoranda of agreement 
Public Notification of all meetings 


Special notices to affected parties that 
solicit written and verbal comments to 
be utilized by workshopsand committee 
participants. 


Workshops 
Staff Research 


Board and Committee 
Review 


Public Hearings 
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Plan Development 


The primary responsibility of District IX Health Council, Inc. is to develop a 
District Health Plan. The District Plan is, essentially, an articulation of the 
priority health problems in the community as perceived by the residents. It 
includes the activities that should take place in the Health Service delivery 
system which could resolve a problem or reduce it to a level acceptable to the 
community. 


Planning as carried out by the Council is the process of developing and revising 
the District Plan and other supporting documents, projects and studies. In that 
the Council must involve numerous community groups and individuals, an organized 
process for assuring this public input is essential. This Plan Development process, 
including the implementation and evaluation of Council plans, can be described by 
the preceeding diagram. 


Plan Implementation 


Plan Implementation specifically relates to "translating" the policies and priorities 
of the District IX Health Plan into community action; i.e., individuals and 
organizations in the community actually commit their resources (money, man- 


power, materials, and facilities) in a manner that supports the Plan to resolve or 


minimize stated health problems. 


The key to the implementation of the District Plan is the endorsement or adoption 
of the Plan by other State and local entities for their day to day use in making 
decisions. Currently, the District Plan has been adopted by the following 
organizations: 


1. The Statewide Health Council, in order that local needs may. be 
reflected in the State Health Plan. The State Health Plan is the 
primary health policy document that assists the State Government in 
deciding how best to utilize State resources in resolving stated health 
problems. 


2. The Department of Health and Rehabilitative Services, for use in 
making Certificate of Need decisions regarding the need for new 
health facilities and services. 


3. District IX Health Council, Inc. for use in providing day to day 
recommendations and in assistance to local communities on how to 
resolve or minimize identified health status and system problems. 


4. Coordination Agencies - Currently, the Council has coordination a- 
greements with the following organizations: District 9 Department of 
Health апа  Rehabilitative Services, Treasure Coast Regional Plan- 
ning Board, Gulfstream Area Agency on Aging, District Mental Health 
Councils and Everglades Area Health Education Center. 


The Council also strives to implement the District Plan through other methods; 
i.e., the provision of technical assistance, public issue involvement and the 
development of specific plans and projects. 


Plan Evaluation 


The Council evaluates selected components of the District Plan on an annual 
basis. Based on the results of the evaluation, the plan component is then 
revised and updated. This process helps to assure that the ‘policies and 
priorities are realistic and that they address the rapidly changing health needs 
of the area. This is very important in District IX because of its rapid 
population growth and the resulting impact on the health status and system 
needs of the region. 


Because the control of rising health care costs is a national priority and 
because of both government and private sector efforts to control these costs, 
changes in the health care delivery system are occuring almost daily. At the 
same time, the District Plan must be updated to be both supportive of the 
positive changes in the health system and also to be targeting potential 
problems that may result from these efforts to control health care costs. 


District IX Health Council, Inc. coordinates cost containment efforts through 
the Policies and Priorities in the Health Plan as utilized by the Department of 
Health and Rehabilitative Services, local government entities, local health 
providers, businesses and consumer groups. The Council will continue to 
promote the distribution of cost containment information through coordination 
with the Hospital Cost Containment Board. In the future, the Palm Beach 
County Pilot Project, with one of its goals to achieve cost containment through 
better distribution of valuable information, will become incorporated into the 
District Health Plan as a Special Studies Component. 


Council Plans 
1. To date, the Council has developed and/or adopted the following plans: 


— —— ----1983-88 District IX Health-Plans- -— mM 


` 1978-1982 Health System Plans 

1978-1982 Annual Implementation Plans 

Implementation Manual: July, 1980 

Regional Fluoridation Program for HSA #7 - 1980 

Criteria’ and Standards for Open Heart Surgery and Cardiac 
Catheterization - October, 1980 

Palm Beach County Trauma System Plan 


2. 1988 District IX Health Plan - This is the official document utilized by 
the Department of HRS to make CON decisions.* It is also the most 
current statement concerning Council priorities and Regional Health 
Policy. 


*In determining CON decisions, HRS utilizes in addition to this Plan, Statutory 


: and/or Rule criteria, State Health Plan, Public Hearing information, and 
information contained in the CON Application. 
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MAJOR POLICIES AND ASSUMPTIONS* 


Many of the major chronic diseases in America are preventable. Indeed, many 
are preventable by actions well within the control of each individual. Personal 
lifestyles are responsible for a large share of unnecessary disease and disability 
in the United States. Each individual clearly needs to make a greater effort to 
reduce his risk of incurring avoidable diseases and injuries. Personal health and 
well being is the responsibility of the individual. In the United States, we have 
developed a reliance on medical care providers almost to the exclusion of 
personal responsibility. Health is a satisfactory relationship between man, his 
heredity, his lifestyle, and the environment (a symbiotic, holistic interaction). 
Health is not primarily related to the quantity and quality of medical care, but 
to genetic, environmental, and. personal behavior. Positive health can be 
achieved only through the intelligent efforts on the part of each individual. ** 


The individual also has a responsibility in bringing about changes which are 
necessary to reduce or eliminate environmental hazards to health. Working as 
a concerned citizen, the individual can apply pressure at key points in the 


system to reduce air and water pollution, substandard housing, solid waste 
problems, and traffic hazards. 


The organization of the health delivery system and the interrelationship of its 


. components are also amenable to change. Most of the problems that people 
- have regarding medical care can be alleviated by addressing the system 


characteristics of acceptability, accessibility, availability, , continuity, cost, and 


- Quality. From an economic. standpoint, resources are Scarce in relation to 
2 human wants, resources have alternative uses, апа there is significant variation 
. in the importance people attach to different wants. 


25 District IX Health Council, Inc., acting as a representative of the community, ` 
i expresses the beliefs and values of the community regarding (a) the individual's 


own responsibility for health, (b) the organization of the health delivery system, 


: (c) the interrelationship between system components, and (d) the interaction .. .. 
275.52 between the health system and other community systems. These beliefs and 
i 5. values are expressed as policies and assumptions and are as follows: 


222. Health Delivery System 


- The health delivery system must function in a manner that assures 
that both the individual and society as a whole will enjoy quality 
health services inclusive of cost reduction and cost containment 
measures as necessary in this era of spiraling health costs. 


The health delivery system should provide comprehensive, high quality 


*For specific Program Policies and Priorities, please refer to the individual 
components within this Plan. 


**Fuchs, Victor R., Who Shall Live, Basic Books, Inc., 1974, Pg. 28. 


physical or mental health services in a manner which assures con- 
tinuity of care in a healthful environment. 


The health delivery system should promote activities for the 
prevention of diseases, including studies of nutritional and environ- 
mental factors affecting health and the provision of preventive health 
services. 


The health delivery system should promote activities which explore 
different organizational structures for the provision of health care 
including the development of medical group practices and health 
maintenance organizations. 


The health delivery system should promote the development of institu- 
tions and services with the ability. to provide primary, secondary, and 
tertiary health care on a geographically integrated basis. 


The health delivery system should promote effective energy conserva- 


. tion and fuel efficiency programs for health service institutions to 


reduce the demand for fossil fuels. 


The health delivery system should promote competitive forces in the 
health services industry whenever competition and consumer choices 
can serve constructively to advance the purpose of quality assurance, 
cost effectiveness, and access. 


Interrelationships of System Components 


The components of the health delivery system should function in an * 


effective, efficient, and economical way which would assure that each 
person receives the least costly physical or mental health services 
consistent with his or her needs. SR 


The components of the health delivery system should promote the 
development of multi-institutional systems for coordination or consoli- 
dation of institutional health services. 


The components of the health delivery system should promote the 
development of multi-institutional arrangements for the sharing of 
support services necessary to all health institutions. 


The components of the health delivery system should promote the 
training and effective utilization of health manpower including the 
development of new skills and levels of competence. 


The components of the health delivery system should promote the 
adoption of uniform cost accounting, simplified reimbursement, utiliza- 
tion reports, and improved management procedures. 


Interactions Between Community Systems 


The health delivery system should explore management concepts and 
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techniques used successfully by other community systems (public and 
private) to determine their applicability to the health system. 


The health delivery system should actively participate in the develop- 
ment and coordination of other community systems to assure orderly 
growth and management of the environment. Community systems 
include education, social services, transportation, land use, solid waste, 
water treatment, and construction, to name a few. 


Individual Responsibilities for Health 


The individual has a responsibility to become knowledgeable about and 
to practice healthful living habits which include acceptance of self 
responsibility, mental health, nutritional awareness, physical fitness, 
and environmental sensitivity. 


The individual has a responsibility to become knowledgeable about the 
health delivery system and to use the system in the most effective and 
least costly manner. 


The individual has a responsibility to become involved in the planning 
for and the development of community health programs. 
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POPULATION CHARACTERISTICS OF DISTRICT IX 
POPULATION TRENDS 


From 1980 to 1988, the population of District IX has grown approximately 4296 
(from 808,114 persons in 1980 to an estimated 1,148,143 persons in January of 
1988). In comparison, the State of Florida experienced a growth rate of almost 
26% during the same eight year period (from 9,746,324 persons in 1980 to an 
estimated 12,326,300 persons in January of 1988). During the decade between the 
1970 and 1980 Census, the District IX population grew slightly over 7096 while the 
State as a whole grew just under 4496. Hence, it can be easily noted that this 
five county region is a rapidly growing area. District IX also has experienced a 
tremendous growth in residents 65 years of age and over. In 1970, approximately 
1796 of District IX's population was over 65 years of age and in 1980, the figure 
increased to 22.296. As of January, 1988, more than 24.496 of District IX's 
population was over 65 years of age. For further information, please refer to the 
Long Term Care Section of this document. 


Within the individual counties of District IX, Martin County experienced the 
largest percentage increase in population (117.696) from 1970 to 1980 followed by 
Okeechobee (80.496) St. Lucie (71.596), Indian River (66.496) and Palm Beach 
(63.4%). However, since the 1980 Census, St. Lucie County has shown the largest 
percentage increase (39.6%) followed by Indian River (33.6%), Martin (31.2%), 
Okeechobee (31.196) and Palm Beach (30.496). 


For the entire District, the actual number of new residents points to tremendous 
growth in Palm Beach County and in St. Lucie County. 


TABLEI-A 
NUMBERS OF NEW RESIDENTS 
IN DISTRICT IX 


. . 1970 -1980 1980 - 1988 
96 of Total 96 of Total 
Count Number X | District Growth umber__ | District Growth 


N 
Indian River, 23,904 
Martin 
Okeechobee 
Palm Beach 
St. Lucie 13.296 
District IX 
Source: Florida Estimates of Population, BEBR, University of Florida 
April 1, 1984, p. 37; Population Projections, Office of the 
Governor, January 12, 1988. 
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Figure 1 shows each county's population increases and trends from 1970 to 2. 
The vast majority of the population increase is due to in-migration. (See Table 
I-B). Okeechobee is the only county to show any significant degree of natural 


increase. 

Figure 1: COUNTY POPULATION TRENDS 
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Source: University of florida Population Studies 


TABLE I - B 
POPULATION INCREASE 
1980 -- 1986 


a р % of Change Due to 
% Change | Natural Net 
Count 1980 1986 1980-1986 Increase Migration 


Indian River 98.33% 
Martin 100.00% 
Okeechobee 79.92% 
Palm Beach 97.95% 


St. Lucie 87,182 121,677 %39.6% 9.76% 90.21% 
Source: 1987 Florida Statistical Abstract, p. 31-33. | 
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POPULATION BY AGE, SEX AND RACE 
According to the 1980 Census, 17.2% of 
Florida's residents were aged 65 and 
over. Within District IX, a greater por- 
tion of the population is 65 and over 
(22.2%). Within counties, Martin County 
had the largest elderly population 
(24.5%), followed closely by Palm Beach 
(23.3%). Okeechobee had the smallest 
elderly population (12.1%). Age and sex 
components of the population are detailed 
in Table II. 


TABLE Л 
PERMANENT RESIDENT POPULATION BY AGE AMD SEX 


шеу леан 


INDIAN RIVER 


APRIL 1, 9E 


ASE TOTAL] 


In 1980, 15.7% of the population in Dis- 
trict IX was non-white as compared to 
20.3% in 1970. The racial composition of 
the five county area has consistently 
declined in the percentage of black and 
other races (non-white) from 20.3% in 
1970 to 16.1% in 1980. This occurred 
despite an actual increase in the number 
of non-white residents. St. Lucie County 
had the largest non-white population in 
1980 (23%) while Martin County had the 
smallest (9.6%). Palm Beach County had 
the largest percentage of residents of 
Spanish origin (4.9%) while the State of 
Florida as a whole, had 8.8% of its 
residents with Spanish origin. 


X498 2,54 
23,117 24,213 
25,683 26,596 
28,598 30,114 
29,126 28,924 
$4,173 54,806 
39,771 39,805 
40,052 36,019 
58,773 44,875 


453,780 212,221 64,035 52,873 
576 E 274,99] 35,062 27,564 
Ub 


628,683 332,237 296,446 
808,219 419,888 388,331 
n IT UI б т, 


621,534 304,280 317,254 
685,016 335,102 349,914 
811,340 399,882 411,458 
811,427 407,182 404,245 
1,411,411 714,867 696,544 
1,038,778 534,819 503,959 
989,150 518,994 
1,119,861 617,421 
“11,059,153 588,700 
628,420 370,513 
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TABLE III - A 


AGE DISTRIBUTION (IN PERCENTAGES) 
OF 1980 POPULATION 


Florida Administrative Code Rule Chapter Nos.: 27e-2.01-.04, Data Standardiza- 
tion for Planning and Budgeting stipulates that all State agencies will use the 
same data in the preparation of plans, budgets, policies and forecasts. Please 
check with the District IX Health Council Office for the latest estimates and 
projections. 


TABLE III - B 
DISTRICT IX: FLORIDA POPULATION ESTIMATES AND PROJECTIONS 
. JULY 1, 1988 BY SELECTED AGE GROUPS 
(EXECUTIVE OFFICE OF THE GOVERNOR) 
AS OF JANUARY 12, 1988 


Total Total Female 
Population Population Total Total Population 
Total 5 0 to Ages 0 to Population Population Ages 15 to 


Population 64 Ages 65+ Ages 75* 44 


It is interesting to note that, of the 65* population in District IX, 4196 are 
estimated to be 75 years of age or older. This has far-reaching effects on the 
delivery of the appropriate mix of health services--more specifically, upon nursing 
homes and home health services. 
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TABLE 1V 
POPULATION-CENSUS COUNTS OF INHABITANTS 
Y 


B 
RACE AND SPANISH ORIGIN--1980 


RA Persons 
erican sian & of 
' Indian Pacific Spanish 
White Black & Eskimo Islander Other Origin* 
51,104] (85.3%) 7,806 | (13.0%) (0.31) (1.3%) | 1,382 | (2.31) 
|. нз | snes| Gon | ania] Cres) | ги] 19s| (0.2) | 1,003) cen | 2,080 | (3.35) 
Okeechobee 17,926| (88.4%) 1,717 | ( 8.5%) 75 | (0.42) 63 | (0.3%) 479| (2.42) 962 | (4.7%) 
Palm Beach 483,968| (84.4%) | 77,440 | (13.5%) 596 | (0.1%) 2,128 | (0.42) 8,993| (1.6%) 28,274 (4.9%) 
St. Lucie 67,159! (77.0%) 19,032 | (21.8%) 138 | (0.22) 316 | (0.4%) 537 | (0.6%) 1,742 (2.0%) 
District IX 678,052 | (84.3%) 110,714 | (13.8%) (0.1%)| 2,856 | (0.4%) | 11,935 | (1.5%) (4.31) 
| Florida | 8,178,387 (83.9%) i 1,342,478 | (13.8%) 119,316 (0,25) 56,756 | (0.62) 1143,0551 (1.5%) {857,898 | (8.8%) _ 


ese percentages are based on the total population by county. 
Source: 1981 Florida Statistical Abstract, pp. 19 and 20. 
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POPULATION DENSITY 


There is a wide variation in population density among the counties in District IX 
due to the mixture of urban and rural areas. At one extreme, Palm Beach County 
had 377 persons per square mile in 1986 while the State, as a whole, had 215 
persons per square mile. This fact makes Palm Beach the tenth most densely 
populated county. On the other hand, Okeechobee County had 34 persons per 
square mile in 1986 (ranked No. 47 in the State). 


TABLE V 

POPULATION DENSITY: PERSONS PER SQUARE MILE AND RANK 
ACCORDING TO DENSITY IN THE STATE 

1960, 1970, 1980, and 1986 


Indian River 
Martin 
Okeechobee 
Palm Beach 
St. Lucie 
Florida] 1.2 

Source: 1987 Florida Statistical Abstract, p. 33 and 34. 


HSP 


ECONOMIC STATUS 


In 1980, Palm Beach County had the highest per capita income in the State of 


Florida. 


Moreover, three out of five counties were in the top ten (Indian River 


was ranked #5 and Martin was ranked #6). Okeechobee County had the lowest per 
capita income and was ranked 46th in the State. The State, as a whole, was 
below the national average as were St. Lucie and Okeechobee Counties. (See 
Table VI) 


TABLE VI 


ECONOMIC STATUS - 1980 


a. PER CAPITA INCOME 


POVERTY STATUS 


Area — State 


| indian piver | s | 
meum | e | 
21 


St. Lucie 


| 


Florida ¿XX 
Source: orida Statistica 


Abstract, pp. 153. 


Table VII shows the per capita income by county for the years 1979 through 1984. 
Palm Beach and Martin Counties had the largest percent increase (58.5% and 
55.0%, respectively). All five counties displayed larger increases than the State. 
Table VIII specifies these increases by type from 1975 to 1980. 


| TABLE VII 
PERSONAL INCOME: PER CAPITA AMOUNTS 
ON A PLACE OF RESIDENCE BASIS 
_(ROUNDED TO DOLLARS) 


ИИ IM EE и | |]. - |. | 1979-1984 | 
Percent 
_ AREA _ = |1979 | 1980 | 1981 1982 1983 1984 Change 


Indian River 10,463 | 11,891] 12,004 | 12,349 | 13,527 | 45.8% 


Martin 


9,220 | 10,819 12,173| 12,758 | 13,374 14,291 55.0% 


Okeechobee 2,256 | 6,123 6,690} 6,780 7,043 7,513 42.996 
Palm Beach 10,703 | 12,244 13,686| 14,288 | 15,280 16,963 58.596 


St. Lucie 
Florida 
Source: 


1 


6,958 | 8,004 | 8,750| 9,052 | 9,314 9,839 | 41.49 
| 8,257 | 9,245 | 10,386| 10,966 | 11,663 | 12,773 54.7% 
987 Florida Statistical Abstract, pp. 104-105. кйе 


PERSONAL INCOME: PERCENTAGE INCREASES 
IN SPECIFIED ITEMS FROM 1979-1984 


Personal Income by Personal Income by 
Place of Residence 


Place of Work 


Dividend 
Wage & Salary Per Interest |Transfer 
Total Disbursements  |Total Capita |& Rent | Payments 


Florida 


Source: 1987 Florida Statistical Abstract . 135-139. 


TABLE VIII | 


Population 
Increase 


AREA : 
Indian River 
Martin 
Okeechobee 
Palm Beach 


St. Lucie County has traditionally had the highest unemployment rate in District 
IX. Until 1984, Martin County had the lowest rate. Since 1984, Palm Beach 
County has reported the lowest rate. All five counties have seen decreases in 
unemployment from 1983 to 1986. Indian River, Okeechobee and St. Lucie 
Counties consistently have unemployment rates higher than the State average. 


TABLE IX 
UNEMPLOYMENT RATES 


HSP 


HSP 


OCCUPATIONAL MIX 


Clerical workers comprised the largest portion of the work force in 1980 (20.896), 
followed closely by service workers (19.4%). Both categories are expected to 
continue growing in the eighties. Professional and technical occupations are 
predicted to increase dramatically (82%) during the next ten years, as well. 
Overall, all occupations are projected to increase 7496 by 1990. 


TABLE X 
OCCUPATIONAL EMPLOYMENT: ESTIMATES (1980) AND PROJECTIONS (1990) 
OF EMPLOYMENT BY MAJOR OCCUPATIONAL 


CATEGORY 
Estimated 1980 Projected 
DISTRICT IX No. % 1990 1980-1990 
All Occupations 74% 
- Clerical Workers 
Service Workers 


Kindred Workers 26,565 ( 14.49€) 48,348 82% 

Crafts & Kindred Workers 

Managers & Officials 

Operatives 67% 

Sales Workers 
3 


_Laborers, Except Farms | 13,619 | ( 7.3%) | 


Source: 1982 Florida Statistical Abstract, p. 205. 


FARMING 


While farms in District IX account for only 6.2% of the total number of farms in 
Florida and 14.3% of farm acreage, almost one-quarter (25%) of the value of all 
farm products sold are from District IX. Okeechobee County has the greatest 
percentage of total land area utilized by farm land (7796). All five counties have 
over 5096 of the land area occupied by farms. In comparison, only 3796 of the 
State of Florida is farmland with an average product value per farm of $96,889. 
Palm Beach County farms averaged a $668,473 value of products sold per farm in 
1982, followed by Martin County with $284,385 per farm. This sizeable volume of 
farming accounts for the large migrant and seasonal farm worker population in the 
District (57,207 persons).* 


TABLE XI-A 
FARMS 
NUMBER AND VALUE OF PRODUCTS SOLD--1982 


Land in Farms Value of 
Total Percent of Products Sold 
Number Total Land| Total Per Farm 


AREA Acre Area (in $1000) | (Dollars) 


S 
Indian River 176,799 
Martin 284,385 
Okeechobee 277,398 
Palm Beach 534,779 | 668,473 
St. Lucie 219,192 
| Florida 3,522,103 | 96,889 | 
| | 


Source: 1987 Florida Statistical Abstract, pp. 232-233. 


TABLE XI - B 
FARMS WITH SALES OF $10,000 OR MORE: 
NUMBER AND LAND (IN ACRES) IN FARMS, 1978 and 1982 


Number of Farms Average Size of Farm 
Count 71978 1982 | 1978 [982 1978 1982 


Indian River 168,260 | 203,176 _ 865 
Martin 195,581 244,750 1,471 1,600 
Okeechobee 382,313 356,679 2,303 2,215 

. Palm Beach 715,224 649,450 1,659 1,418 

5 


St. Lucie 298,96 288,261 1,137 1,177 
Florida | 15,364 | 14,756 [11,008,729 [10,792,568] 69% | 73I č 


*Based on Florida County Comparison, 1980, Florida Division of Economic 


Development and the Farmworker Data Network. 
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EDUCATION 


Table XII and Table XIII explain membership and enrollment in the public school 
system in District IX for the school year 1984-85 and 1986-87. Unlike many 
aspects of this region, school enrollment and the racial/ethnic composition has 
remained relatively constant since 1976. The only significant increase is in 
students of Spanish origin. 


TABLE XII 
PUBLIC ELEMENTARY AND SECONDARY SCHOOLS: FULL TIME 
EQUIVALENT MEMBERSHIP IN BASIC EDUCATION PROGRAMS 
Kindgergarten | Grades 4 Grades 9 
Through Through Through Educational 
Indian River 96 
Martin 166 
Okeechobee 108 
Palm Beach 1,280 
St. Lucie | 5011 | 5829 | | 2,950 | 12 ^ — 
| Florida 239,077 — — | 354,523 | 359,593 | 25,201 


| S 


ource: 1987 Florida Statistical Abstract, 0p.77-79 


TABLE XIII 


PUBLIC ELEMENTARY AND SECONDARY SCHOOLS: PUPIL MEMBERSHIP IN GRADES PRE-KINDERGARTEN 


THROUGH TWELVE, BY RACE OR ETHNIC GROUP--FALL, 1986 


Percentage of Membershi 
Total 


ір 
Black Asian/Pacific American Indian/ 
Non-Hispanic Hispanic Island Alaska Native 


AREA pani 

Indian River 
Okeechobee 
Palm Beach 
St. Lucie 
Florida 


Source: 1987 Florida Statistical Abstract, pp. 80-61. 
Note: Hispanic is defined as a person of Mexican, Puerto Rican, Cuban, Central or South American, or other Spanish 
: culture or origin, regardless of race. 
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WELFARE 


Over 35 Million dollars was spent in District IX in 1985-1986 in direct assistance 
to the elderly, the blind, the disabled and to families with dependent children. 
This represented a 5.7% increase over the previous year. Martin County had the 
largest percent increase and Okeechobee had the smallest increase. Almost 
one-half of all direct assistance was spent in aid to families with dependent 
children. 


i TABLE XIV 
PUBLIC ASSISTANCE: AMOUNT OF DIRECT ASSISTANCE AND AVERAGE CASES PER MONTH BY TYPE OF ASSISTANCE 
FISCAL YEAR 1985-86 


Total Direct 
Assistance Aid to Families 
with Dependent Old Age 
Children Assistance 


Average 
Cases / Total 
Amount Month Amount Cases Amount Cases Amount Cases 


[ 35,921,811| 5.7% | 15,954,237| 6,187 | 5,498,019 | 36,602 | 586,393 | 2,483 | 13,883,162 | 621725 _ 


AREA 
District IX 
Indian River 


668,787 736,785 
93,366 


1987 Florida Statistical Abstract, pp. 179-180. й 


Okeechobee 
Palm Beach 


Source: 


In the same period of time, 3.8% of the population in District IX received food 
stamps at a cost of almost $25 Million dollars. Approximately 7.396 of St. Lucie 
County residents received food stamps, as opposed to almost 8.796 in Okeechobee 
County, 3.196 in Indian River, 2.896 in Martin, and 3.396 in Palm Beach County. 


TABLE XV 
FOOD STAMPS: VALUE CF FOOD STAMPS ISSUED 
FISCAL YEAR 1985-66 

Total Value of (June, 1986) 

Food Stamps (June, 1986) Number of 

Issued No. of Persons | Households 

1985-86 Receiving Receiving 
_ AREA | _ (Dollars) Food Stamps Food Stamps 
District IX 13,737 | 


Martin 789 

Okeechobee 792 

Palm_Beach 8,470 

St. Lucie 2,855 
_Source: 1987 Florida Statistical Abstract, рр. 181-182. 


| 
Indian River 1,523,513 2,502 894 
| | 
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HEALTH STATUS CHARACTERISTICS OF DISTRICT IX 
BIRTH RATE 


The birth rate for District IX in 1985 was lower than the birth rate experienced 
by the entire State (13.8 vs. 14.4 live births per 1000 population). There were 545 
more resident live births in 1986 than in 1985 for District IX. However, birth 
rates among individual counties point to a wide variation. From 1984 to 1985, 
Indian River and Okeechobee Counties experienced small declines in their respec- 
tive total birth rates while St. Lucie and Palm Beach Counties experienced a 
slight increase in their total birth rates. Martin County remained at the same 
total birth rate in 1984 and 1985. In comparison with the annual average total 
birth rates for 1979-1981, Indian River, Okeechobee and St. Lucie have declined 
while Palm B each and Martin Counties have increased. 


The non-white birth rate for the entire District was more than double the white 
birth rate in 1985. The non-white birth rate has increased over the 1979-1981 
annual average rate in Martin, St. Lucie and Palm Beach Counties. 


In 1985, Okeechobee County had the highest total birth rate (18.0 births per 1000 
population) and Martin County had the lowest (11.5 births per 1000 population). 


TABLE XVI 
RESIDENT LIVE BIRTHS AND BIRTH RATES PER 1000 POPULATION, 1985 & 1986 AND 


Ic 1986 — i | NUN CO ANNE — 1985 | 1979-198 —© 
А Number о Births u Birth Rate Birth Rate 
REA Total | White | Non-White Non-White 


Indian River | 934 |  754| 180 | 118 | 107 | 188 | 126 | 11.5 | 194 | 
Martin 
Okeechobee | 480 | 42] 6 | 180 | 179 | 189 | 216 | 21.2 | 239 | 
Palm Beach 
St. Lucie 

| District IX | 14,772 | 10,888] 3,853 | 13.8 | 115 | 254 | ————1—N AV-1——— — | 


Florida 167,071 | 124,682 42,353 | 14.4 | 12.8 | 226 | 133 | 11.6 | 222 | 
С А А A 13.3 11.6 22.2 
Source: Florida Vital Statistics, 1987, pp. 61-63. 


NEONATAL DEATHS 


The neonatal mortality rate for District IX in 1985 was lower than the neonatal 
mortality rate for the State of Florida (5.5 vs. 7.5). St. Lucie County experienced 
a decrease in neonatal deaths from 1983 to 1985. 


-] 2- 


From 1983 to 1985, all District IX Counties experienced decreases in total 
neonatal mortality rates. Comparing 1985 total rates with 1979-1981 average 
neonatal mortality rates, St. Lucie County experienced an increase as did Palm 
Beach County and Indian River County, while the other two counties showed 


declines. The highest rate in the District was the non-white rate in Okeechobee 
County. 


TABLE XVII 


RESIDENT NEONATAL DEATHS (AGE UNDER 28 DAYS) AND MORTALITY RATES PER i000 LIVE BIRTHS 


__ 1985 AND ANNUAL AVERAGES 1979- -1981 


HSP 


1985 

Number of Deaths Mortalit Rate 

AREA Total 

Indian River MEM M AE M RM тәні 2.9 мани QN 1.3 po ы calle 
Martin 7.0 6.1 5.4 

Okeechobee | 5) 31] 3: | 29 | 16 | 113% | 67 | 55 |142“ | 

Palm Beach | 64] ?29| 35 |60 | 238 | 119 | 56 | 53 | 86 | 

St. Lucie 291 al 5 155 | 38 | 85 | 27 | 10 j-55 | 

District ІХ A ee — с. с сос 

Florida | 14,222] — 746 || 476 | 7.5 | 61 | 114 | 96 | 80 | 13.8 | 


*Unreliable rates TOM ratios; i.e., those with nS less than 100. 
Source: Florida Vital Statistics, 1985, p. 27. 


INFANT DEATHS 


In 1985, District IX had an infant mortality rate lower than the Florida average. 
However, the non-white rate was slightly higher than that of the State. St. Lucie 
County had the highest infant mortality rates except in the non-white category 
where Okeechobee County had the highest rate. Comparing 1983 rates with 1985 
rates, Martin and Okeechobee Counties experienced increases, while St. Lucie, 


Indian River, and Palm Beach Counties experienced decreases in their respective 
rates. 


The average infant mortality rates for the years 1979-1981 compared with 1985 
rates showed that only Okeechobee County experienced an increase, while Martin, 
St. Lucie, Indian River, and Palm Beach Counties showed declines. 


However, since 1985, the infant mortality rate in Palm Beach County increased 
from 10.3 per 1000 live births to 11.1 in 1986 and 13.2 in 1987. This reversal of a 
long term downward trend has resulted in the conducting of studies in an attempt 
to ascertain a cause for this problem. Although still unproven, it is suspected 
that a large increase in cocaine abuse and AIDS virus (HIV) infection of the 
maternal population is largely responsible for the increasing rate. 
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AREA — 
Indian River | 11] 2 0 

Martin | 9| 

Okeechobee | 6| 4 | 2 

Palm Beach 50 

St. Lucie 
District IX | | 153 | 75| 69 | 

Florida ШЕРГЕ | 1128 [ies | 82 — 
*Unreliable rates and ratios; i.e., those with denominators less than 100. 
Source: Florida Vital Statistics, 1985; pp. 31, 117. 


TABLE XVIII 


RESIDENT INFANT DEATHS (AGE UNDER ONE YEAR) AND MORTALITY RATES PER 1000 LIVE BIRTHS 


1985 AND ANNUAL AVERAGES 1979-1981 


1985 1979-1981 
Number of Deaths Mortality Rates 


| 96 | 77 | 

| 13.4 | 100 | 0 Ё 

| 10.3 | 73 | 179 | 154 | 110] 26.4 | 
| 78 | 


LI 
10.0 
7.3 
: 7.8 | | : 
| 10.8 | 79 | 186 een Aveo]. 
d | of. | : 


MAJOR CAUSES OF DEATH 


Heart Disease and Cancer continue to be the leading killers in the country as well 
as in District IX. Cerebrovascular Disease (stroke) is the third leading cause of 
death in all five counties. Chronic Obstructive Lung Disease, Pneumonia and 
Influenza, Chronic Liver Disease and Cirrhosis, Diabetes, and Motor Vehicle 
Accidents follow (in differing order) as leading causes of death. Of particular 
interest are the white and non-white mortality rates for suicide and homicide. 
The overall non-white population has a high incidence of homicide in comparison 
to a very low suicide rate. The opposite is true of the white population where the 
Suicide rate is much higher than the rate of homicides. 
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TABLE XIX 
RESIDENT DEATH RATES PER 100,000 POPULATION 
MAJOR CAUSES OF DEATH - 1985 
INDIAN RIVER COUNTY 


©з T Teil [ише None Write 


TABLE XX 
RESIDENT DEATH RATES PER 100,000 POPULATION 


MAJOR CAUSES OF DEATH - 1965 
MARTIN COUNTY 


“Whi Total | White Non- White 
all coses O — — рар | 12400 | emo | (ТАП Causes 11,260.01 1,260.0 0.0 
| Heart Diese | «es | «zz | тамо | | Heart Disease 438.4 ; 66.6 
[Cancer I 3023 | 3224 | 1600 | | Cancer 26.01 328.4 Т 
: 0 Hone Mans — [no ep ur | 
Cerebrovescular Disease L | 60.0 erebrowcscular Disease 120.9 23.0 
[Pneumonia ond Influenza | 223 | т | 00 | я 
Chronic Obstructive Lung Disease 47.61 49.7 | 5 
Chronic Liver Disease and Cirrhosis | 104 | 208 | 100  .| | Chronic Liver Disease and Cirrhosis 14.7] .8 | 0 
Motor Vehicle Accidents | Q | 0 Motor Vehicle Accidents | 33.0 32.7 
2 0 
n 
Tuberculosis 0.0 | 06.0 | 0 | 


° Flori т ner a z2- 
Source: Florida Vital Statistics, 1985, pp. 53 - 62. Source: Florida Vital Statistics, 1885, pp. 53-62. 


TABLE XXI 
RESIDENT DEATH RATES PER 100,000 POPULATION 
MAJOR CAUSES OF DEATH - 1985 


OKEECHOBEE COUNTY 


TAELE XXII 
RESIDENT DEATH RATES PER 100,000 POPULATION 
MAJOR CAUSES OF DEATH - 1955 


CAUSES 
| Diabetes Mellitus —  — | 183| 00 | 143 | 
Cerebrovascular Disecse 
Pneumonia and Influenza 
Chronic Obstructive Lung Disease 


| Cancer —— | 246.0] 2453 . 
16.1 13.4 42.1 
66.9 123.6 
[ Chronic Obstructive Lung Disease | 3231 35.7 | 00 | 


Source: Florida Vital Statistics, 1985, pp. 53-62. 


TABLE XXIII 
RESIDENT DEATH RATES PER 100,000 POPULATION 
MAJOR CAUSES OF DEATH - 1985 
ST. LUCIE COUNTY 


1[ CAUSES Non-White | 
| AN Causes 1,050.0] 1,080.0 | ^ 890.0 | 


TABLE XXIV 
RESIDENT DEATH RATES PER 100,000 POPULATION 
MAJOR CAUSES OF DEATH - 1985 
FLORIDA 
Non- White 
3 
Chronic Obstructive Lung Disease 


Tuberculosis 
Source: Florida Vital Statistics, 1985, pp. 53 - 62. 


Source: Florida Vital Statistics, 1985, pp. 53 - 62. 
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DISEASE 


AIDS (Cumula- | 


tive) 


MORBIDITY 


Table XXV indicates ten notifiable diseases in District IX during 1987. Тһе 
emergence of AIDS in recent years and the increasing number of reported cases in 
District IX is cause for concern and action. As of the end of 1987, District IX 
had a cumulative total of 570 reported cases of AIDS, 535 (or 9496) of which were 
in Palm Beach County. 


The rate per 100,000 population has decreased for both Hepatitus A and Hepatitus 
B in District IX over the past five year. 


Salmonellosis has remained at approximately the same level since 1982 as have 
Haemophilus Influenzae, Rubella, Shingellosis and Tuberculosis. 


Incidence of Campylobacteriosis has increased considerably since it first became a 
notifiable disease in 1982. In five years, the District IX rate per 100,000 
population for this disease has gone from 7.2 in 1982 to 25.4 in 1987. 


From 1986-1987, District IX experienced a slight decrease in the numbers of 
reported cases of gonorrhea. Four out of five counties experienced decreaases, 
with the largest decrease occurring in St. Lucie County where the number of 
cases of Gonorrhea went from 1,032 in 1986 to 889 in 1987. Cases of Gonorrhea 
increased 14196 in Okeechobee County from 1986 to 1987 which reported 44 and 
106 cases, respectively. 


TABLE XXV 
NOTIFIABLE DISEASES 
NUMBER OF CASES AND RATES PER 100,000 POPULATION* 
1987 


Palm Beach St. Lucie Di Okeechobee | District X _ 
Count Count Count Count 

No. of No. of D No. of pus] No. of 
Cases Cases | Rate Cases | Rate Cases peii 


Campylobac- 


teriosis 
Giardiasis 


Influenzae 


Haemophilus ЕН 
4 
3 


3. 
Hepatitus A 5 48. 


Rubella 


| ar | o | oo | o | oo | 


Salmonellosis 


Shingellosis 


ҮШҮҮ " 


Source: County Health Units 


*Rates per 100,000 population are based on July 1, 1987 population estimates prepared by the Executive Office of the 
Governor, January 12, 1988. 


-16- 


GONORRHEA--REPORTED CASES 


TABLE XXVI 
1986-1987 
| 


| District IX Total 2,078 5,355 = 4.0% 
| Source: County Health Units | 


From 1986-1987, District IX experienced a 98.196 increase in reported cases of 
primary and secondary syphillis. Increases were noted during the same time 
period in four of the counties ‘in District IX. Only Okeechobee County experi- 
enced a decrease. The number of primary and secondary syphillis cases almost 
doubled in Palm Beach County from 1986 to 1987 and more than doubled in St. 
Lucie and Indian River Counties. 


TABLE XXVII | 
PRIMARY AND SECONDARY SYPHILIS 
REPORTED CASES 
1986-1987 
Indian River 
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HEALTH STATUS PROGRAMS 


INFANT MORTALITY 


PROBLEM SUMMARY 


During the 1980's, live births in the United States have exceeded 3.6 Million per 
year. Florida's birthrate has lagged behind the national average but it has been 
increasing since 1976. 


The majority of newborns are healthy, requiring relatively little medical attention. 
However, many pregnancies do result in fetal deaths; 8.1 per 1000 live births in 
the United States during 1985 and 9.6 per 1000 live births in Florida during 1986.1 


Infant mortality includes all deaths occurring within one year of life. From 1982 
through 1984, the infant death rate in the United States was 11.2 per 1000 live 
births and, in Florida during the same period, the infant death rate was 11.9 for 
each 1000 live births. Progress in this area has been made on both the National 
and State levels as evidenced by the fact that, ten years ago, the rates were 17.6 
and 18.2 deaths per 1000 live births for the United States and Florida, respectively. 


The infant mortality rate contains two components, neonatal mortality (deaths 
under 28 days) and post-neonatal mortality (deaths over 28 days and under one 
year). Since 1920, the post-neonatal mortality rate has continued to decline due, 
in part, to improvements in the control of infectious diseases and better nutrition. 
The neonatal mortality rate, however, which reflects such factors as prematurity, 
congenital malformations or genetic disorders, has shown less improvement. 


In the United States, of the 11.2 infant deaths per thousand live births, 7.3 
occurred within 28 days and 3.9 occurred between 28 days and one year. Florida 
experienced 11.9 infant deaths per 1000 live births during the period 1982 through 
1984 of which 7.8 were neonatal deaths and 4.1 were post-neonatal deaths. 


The most troubling aspect of the infant mortality rate is the great disparity 
between the rate for whites and that for blacks. During the ten year period from 
1975 to 1985, the non-white infant death rate in Florida has decreased almost 40% 
from 28.7 per 1000 live births in 1975 to 17.3 per 1000 in 1985. Although the 
non-white infant death rate has shown a grgater reduction, it remains at almost 
double the white infant death rate for 1985. 


Maternal and infant complications occur about twice as frequently among teenage 
women as among mature women. Women who are nineteen and under are at an 
increased risk for maternal morbidity resulting from toxemia and other complica- 
tions of childbirth. Their newborns are more often under weight and unhealthy. 
The United States is the only western developed country in which teenage 
pregnancies have been increasing. The teenage birthrate in this country is twice 
that of Canada, Great Britain, or France; 18 times higher than Japan; and 3 times 
higher than the Soviet Union. 


: Health--United States 1986; U.S. Dept. of HHS; pp. 86-93. 
Ibid 

51987 Florida Health Care Atlas; Fla. Dept. of HRS; pp. 4-7. 

^ Alan Guttmacher Institute Study--1986. 


-18- 


Low birth weight is probably the most common indicator of high risk babies. Low 
birth weight infants are almost 40 times more likely to die during their first four 
weeks of life than the normal birth weight infant. Nationally, two-thirds of 
deaths in the neonatal period occur among low birth weight infants. In Florida, 
the Maternal and Child Health Task Force identified the single greatest health 
care problem in Florida as low birth weight infants. Florida has set a goal to cut 
in half the rate of low birth weight infants by 1990. 


The availability of prenatal care to expectant mothers is extremely important to 
the health of the mother and the baby. A woman with a full series of prenatal 
visits has only a 2% chance of having a low birth weight baby while a woman with 
no prenatal care has a 9% chance of having a low birth weight baby. Early and 
continuous prenatal care is the only way to identify the high risk pregnancy and 
other problems that may arise. Generally, unwed mothers receive less prenatal 
care than married mothers. The unmarried adolescent birth rate for Florida 
women has increased from 22.4 per 1000 in 1970 to 30.2 in 1984. 


In recent years, the Improved Pregnancy Outcome (IPO) Program, providing 
prenatal care to low income pregnant women has been expanded in District IX as 
well as in the State. The Program provides prenatal services through the 
pregnancy including medical examinations, counseling, laboratory, health education 
and, also provides for post partum services. In District IX, during fiscal year 
1986-87, 77.1% of women with income less than 150% of poverty were IPO 
clients.“ In Palm Beach County, Planned Parenthood of South County provides 
prenatal care to qualified recipients residing within a specified catchment area. 
Healthy Mothers/Healthy Babies Coalition of Palm Beach County, Inc. in northeast 
Palm Beach County and Building Blocks in the western portion of the County 
provide counseling, nutritional information, access to social services and medical 
referrals to pregnant women. 


GOALS, OBJECTIVES AND RECOMMENDATIONS 


Recommendations (Listed by Priority Ranking) 


I. Assure that the availability, accessibility and quality of family planning 
services in District IX are available to women between 15 and 44 with 
incomes below the 15096 poverty level. 


RATIONALE 
Family planning and education are the first steps to averting unwanted 
pregnancies and to laying the groundwork for seeking appropriate care, once 


preganancy occurs. Low income women, particularly, are in need of educa- 
tion and counseling. 


П. Develop programs resulting in the adoption of a human sexuality curriculum, 
consistent with the students' level of understanding for grades K-12 in the 
public school systems of District IX. 

RATIONALE 


Comprehensive Health Education is required by State law in all public school 
systems (K-12). This strategy would bring together various departments of 


Florida Health Program Office, 1987. 
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the school system: school health councils, parent-teacher organizations, and 
others to assure the most rapid development and adoption of the curriculum 
on human sexuality as a part of the health education program. 


III. Develop a regional system of perinatal services for District ІХ so that the 
appropriate level of care is available and accessible for mother and/or child 
that is consistent with patient risk status and care preferences. 


RATIONALE 


This strategy proposes to develop a regional system of perinatal services in 
cooperation with area hospitals and physicians. This would include a 
coordinated, cooperative system which would provide quality care to all 
pregnant women and newborns, maximal utilzation of personnel and facilities, 
and assurance of reasonable cost at all levels of care. 


CARDIOVASCULAR DISEASES 


PROBLEM SUMMARY 


Cardiovascular Diseases is a category which encompasses a number of diseases of 
the heart and blood vessels. ` Included in this category are Heart Disease, 
Hypertension, Ischemic Heart Disease, Cerebrovascular Disease, and Atheroscle- 
rosis. This category ranks as the leading cause of death in the United States, 
Florida and in District IX. 


Even though cardiovascular diseases are ranked as the leading cause of death, 
decreases in the death rates attributable to cardiovascular diseases have been 
evident in the United States and Florida over the past several decades. 


The age adjusted heart disease death rate dropped in the United States from 253.6 
per 100,000 residents during 6970 to.202.0 іп 1980. Іп 1984, the rate was 183.6 
deaths per 100,000 residents. In Florida, the age adjusted heart disease death rate 
was 217.8 deaths per 100,000 population in 1970, decreasing to 177.1 in 1980 and 
158.0 in 1985. 


For Floridians between 45 and 54 years of age, the death rate for heart disease 
was 143.4 per 100,000 in 1985. The rate climbed to 358.3 for persons between the 
ages of 55 and 64. Although the crude death rate in Florida resulting from heart 
disease deaths has not improved markedly, this can be explained by the State's 
aging population in recent years. 


Cerebrovascular diseases comprise the second leading cause of death among the 
group of cardiovascular diseases. The death rate for cerebrovascular diseases, like 
heart disease, has dropped in recent years. 


In 1970, the United States age adjusted death rate for cerebrovascular disease was 
66.3 per 100,000 residents, dropping to 40.8 in 1980 and 33.4 in 1984. In Florida, 
the age adjusted death rate for cerebrovagcular disease was 64.0 in 1970 and 
dropped to 38.4 in 1980 and to 29.6 in 1985. 


5Health, United States, 1986, Dept. of HHS, pages 99-102. 


Florida Vital Statistics, 1985, Florida Dept. of HRS, page 118. 
„Health, United States, 1986, Dept. of HHS, page 98. 
Ibid. 
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Cerebrovascular disease emerges as a leading cause of death for Floridians 
between 45 and 64 years of age. The rate for persons between 45 and 54 was 
23.3 per 100,000 residents in 1985 and 47.6 for persons between the ages of 55 
and 64. As with heart disease, the rate for cerebrovascular disease continues to 
increase through later life. Hypertension, often as a result of, or associated with, 
atherosclerosis, is the most frequent cause of strokes. 


Over the years, heart disease and cerebrovascular disease (or stroke) have 
consistently been the number one and three ranked causes of death in the country 
and in the State. The age adjusted death rate for heart disease, the leading cause 
of death, decreased by 28% nationally between 1970 and 1984. The decrease was 
similar for white males (28%) and both white and black females (26%), but lower 
for black males (20%). 


The age adjusted death rate for cerebrovascular diseases (stroke), the third leading 
cause of death in the United States, declined by 50% between 1970 and 1984. The 
annual rate of decrease since 1970 has been about 5% for both sexes and for both 
major race groups. 


Some of the suggested explanations for this decline are: (1) decreased smoking in 
general and, for those who do smoke, the prevalent use of low tar and nicotine 
cigarettes; (2) improved management of hypertension; (3) decreased dietary intake 
of saturated fats; (4) more physical activity; (5) improved emergency medical 
services; and (6) more widespread use and increased efficacy of coronary care 
units. Unfortunately, there is no definitive evidence to determine to what extent 
each of these explanations or combinations account for the decline. 


More and more people are becoming aware that behavioral factors or unhealthy 
life styles, environmental hazards, and human biological factors play a significant 
role in the etiology of diseases. This is particularly true of cardiovascular 
diseases where smoking, obesity, physical inactivity, diet, and stress are known 
behavioral factors that can be controlled by the individual. In addition, hyperten- 
sion, diabetes, and serum cholesterol abnormalities are, in some cases, known to 
be biological factors which can be modified by medical supervision. 


Cigarette smoking has been identified as a major cause of heart disease as well as 
of certain kinds of cancer. A 1983 report on cardiovascular disease by the 
Surgeon General indicates that cigarette smokers experience a 7096 greater death 
rate due to coronary heart disease; had a twofold greater incidence of coronary 
heart disease; and a two to four times greater risk of sudden death. Heavy 
smokers (two to three packs a day) have a 100 to 200 percent. greater coronary 
heart disease death rate than do nonsmokers. On the brighter side is evidence 
that smoking cessation results in a substantial reduction in heart disease rates 
compared with people who continue to smoke. 


GOALS, OBJECTIVES, AND RECOMMENDATIONS 


Recommendations (Listed by Priority Ranking) 


I. Programs to educate District IX residents concerning controllable risk factors 
attributing to cardiovascular diseases should be intensified and receive 
increased funding. 


Xl е __________ 


Health, United States, 1986, Dept. of HHS, page 1. 
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RATIONALE 


The incidence of cardiovascular diseases, which remain the number one cause 
of death for District IX residents, can be reduced by means of certain 
lifestyle changes; i.e., smoking reduction or cessation, dietary changes, proper 
exercise, stress reduction, as well as medical interventions to control high 
blood pressure. A more informed public will know how to avoid increasing 
the risk of cardiovascular disease and those who are high risk will know how 
to reduce that risk. 


П. Screening programs to detect high blood pressure, elevated blood cholesterol 
levels, and diabetes should be expanded throughout District IX to include 
following up on those determined to have unacceptably high levels. 


RATIONALE 


There are those who may be aware of risk factors contributing to cardiovas- 
cular diseases yet be unaware of their own blood pressure, cholesterol level or 
potential for diabetes. Without screening to detect unsafe levels, corrective 
actions may not be taken. 


III. Campaigns to discourage cigarette smoking and to encourage exercise should 


be given greater support, particularly at the secondary and elementary school 
levels. 


RATIONALE 


Non-smoking and good physical conditioning are desirable and known to 
contribute positively to health status as well as limiting one's risk of 


cardiovascular diseases. Many lifestyle habits, good and bad, are formed in 
adolescence and shortly after. 


VENEREAL DISEASES 


PROBLEM SUMMARY 


Venereal and other sexually transmitted diseases (STDs) increasingly threaten the 
health and well-being of millions of persons in the United States. Gonorrhea, 
nongonococcal urethritis, genital herpes, and syphilis are among the most common 
sexually transmitted diseases. In addition to the tremendous number of syphilis 
and gonorrhea cases, millions of cases of nongonococcal urethritis and thousands 
of cases of genital herpes occur annually in the United States. 


From 1978 to 1985, the gonorrhea case rate declined 1696 nationally and the 


gonococcal pelvic inflammatory disease rate declined 2896. The rate in the United 


States for primary, and secondary syphilis increased from 1979 through 1982 but 
has since declined. 


In 1982, the reported cases of syphilis in the State of Florida rose 32.996 from the 
1981 level. The 1982 number represents an 8196 increase over the number of 


l'Health United States 1986, U.S. Dept. of HHS, Pages 33-34. 
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cases reported in 1980. ! ^ Florida's population increase explains only a fraction of 
the increase as the rate over this two-year period jumped from 44.7 per 100,000 
population in 1980 to 75.2 per 100,000 in 1982. (See table below) 


TABLE XXVIII 
REPORTED CASES OF SYPHILIS IN FLORIDA 
— 1980 - 1982 


Number o Cases and Rate Per 100, 000 Population. id 


Total Primary & Early Late & 
Syphilis Latent Late Latent Congenital 


Cases 


Population 


Cases | Rates ГС 
1582 | 10,555,498 nies ces [Rotes | Coses | Rares | Coses | hores | 


1961 


| 1&0 | 8 | 

| 10.108,564 | $971 | $9.1 | 3036 | 30.3 | 1376 | 13.6 | 1552 | 15.4 | 7 
5 А А 1552 15,4 7 ; 

9,813,706 | 4384 | 44.7 | 2257 10.8 3 ; 


t. of HRS. 


Source: Florida Morbidity Statistics 1962, De 


Sixty-seven percent of cases of primary and secondary syphilis during 1982 were 
reported in persons 15 to 29 years of age. Males accounted for 64.796 of the 
early reports. 


In District IX, there were 269 cases of primary and secondary syphilis reported 
during 1981. The number of reported cases for 1982 was 340, representing a 
26.496 increase. The number has continued to increase, reaching 556 cases in 1986 
and then skyrocketing to 1,076 cases in 1987 (See Table XXVII, p. 17). 


In recent years, there have been improved surveillance efforts regarding sexually 
transmitted diseases and, in the case of congenital syphilis, the development of a 
new reporting form with an expanded case definition of congenital syphilis. These 
factors, along with more public and professional knowledge and the encouragement 
of infected people to seek treatment, have made the changing rate of incidence 
difficult to interpret. The base of the infected population includes population 
groups who are practicing anonymous sexual activities. Included in these groups 
are prostitutes and others who trade sex for drugs. The drug culture has 
definitely had an impact on increasing morbidity. 


In recent years, the scope and complexity of the sexually transmitted disease 
problem in the United States has expanded to reflect an increased appreciation of 
both the range of agents transmitted through sexual contact and the relationship 
of sexually transmitted diseases to reproductive outcomes, genital neoplasias, and 
immune deficiencies. For example, Acquired Immune Deficiency Syndrome (AIDS) 
has emerged as a major sexually transmitted disease. STD Clinics in District IX 
are beginning to screen for AIDS by testing clients for HIV. (The AIDS problem 
has reached such significant proportions, both nationally and locally, that it is 
discussed separately at the end of this section.) 


Substantial difficulties hinder the control of venereal diseases. Feelings of guilt 
or shame make it difficult for some of those inflicted to seek proper care. 
Professional and paraprofessional training related to the diseases have never been 
a priority in curriculum development. Some health professionals find it difficult 
to provide care in a straight forward non-judgmental manner. In addition, these 
diseases receive less attention because they are most prevalent in groups without 
significant political influence. 


Florida Morbidity Statistics 1982, Florida Dept. of HRS, Pages 83-88. 
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Unlike reported syphilis cases, cases of gonorrhea rose only Slightly (3.9%) in 
Florida from 1981 to 1982. When the population increase in the State is 
accounted for, the rate per 100,000 population has actually declined each year 
since 1977. However, a strain of penicillin resistant gonorrhea, Neisseria 
Gonorrhea (PPNG) has increased steadily over the three-year period from 1980 
through 1982. There were 15 cases reported in Florida during 1980, 436 cases in 
1981 and 914 cases in 1982. The number of reported cases of Gonorrhea fell four 
percent in District IX from 1986 to 1987 (See Table XXVI, p. 17). Only 
Okeechobee County reported an increased number of cases over the previous year. 


For the State of Florida, during 1982, males accounted for 61.5% of total 
gonorrhea cases reported, of which the majority were black and between 20 and 
29 years of age. 


The essential elements for controlling venereal disease include educating the 
public, particularly adolescents, so they may understand early signs of disease and 
the kinds of sexual behavior which increase risk. Most important in attracting 
those in need of services for the treatment of venereal diseases are both the 
quality of the services and the attitudes with which they are delivered. To reduce 
the incidence of veneral diseases and the high cost associated with treatment, 
efforts of health clinics, investigators, family planning clinics, private physicians, 
schools and employers are necessary. 


GOALS, OBJECTIVES AND RECOMMENDATIONS 


Recommendations (Listed by Priority Ranking) 


I. Health agencies in District IX responsible for the prevention/detection and 
diagnosis/treatment of sexually transmitted diseases should be funded at 
levels which enable them to increase staff and extend service hours. 


RATIONALE 


Increased staff and service hours would permit the detection and treatment of 
a greater number of existing cases and at an earlier state of development. 


II. District IX hospitals should revise their emergency room protocol to include a 
bacteriological test for Neisseria Gonorrhea as part of each examination for 
Pelvic Inflammatory Disease (PID). 


RATIONALE 


Pelvic Inflammatory Disease is the most serious complication from gonorrhea 
and chlamydial infection. Testing for gonorrhea has not been part of a 
routine examination for pelvic inflammatory disease. Revising the emergency 
room protocol to include a bacteriological test for gonorrhea with each PID 
examination would identify those cases which are venereal related and provide 
the opportunity for clinical investigation and investigative followup. 
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MALIGNANT NEOPLASMS 
PROBLEM SUMMARY 


Cancer is the second leading cause of death in the United States and in Florida. 
Cancer begins to emerge as a significant risk at about age 34 and exceeds every 
other cause of death from age 39 to about age 68. Based on 1985 Florida resident 
data, the probability of dying of cancer between ages 20 and 80 is 29%. 


In the United States, the age adjusted incidence for lung cancer declined for white 
males from 82.7 to 79.3 new cases per 100,000 population between 1982 and 1983. 
This decline of 4.1% is the first significant decrease in lung cancer that has been 
observed for any race/sex group in the United States and is related to the 
decreasing prevalence of cigarette smoking by white males. However, in recent 
years, the age adjusted lung cancer incidence rate for females has increased 
ос ayeraging 5.7% per year for white females and 5.296 per year for black 
emales. 


Smoking is the major cause of lung cancer. Lung cancer accounted for 28.696 of 
all deaths due to cancer in Florida during 1985. The combination of heavy 
smoking and heavy alcohol consumption is often associated with cancers of the 
esophagus, throat, and mouth. All tobacco users (including pipe, cigar, and, , 
smokeless tobacco) are at risk for cancers of the mouth, throat, and bladder. 
Between 1974 and 1983, the incidence of prostate cancer has been increasing 
among both white and black men at about 296 per year. However, the rate for 
black males exceeds that for white males by approximately 6096. 


Breast cancer remains the leading type of cancer among women. The five-year 
survival rate has not changed over the past decade апа remains about 20% higher 
for white females than black females (75% versus 63%). 


The age adjusted death rate in Florida for all types of cancer has not dropped 
over the past decade. In fact, from 1975 to 1985, the rate rose from 124.7 per 
100,000 population to 125.6. 


Health care services regarding the control and treatment of cancer are provided 
within five major service categories: promotion (education) and protection; 
prevention and detection; diagnosis and treatment; habilitation and rehabilitation 
services; and maintenance services. Health education services are directed toward 
informing, educating and motivating the public to adopt personal life styles which 
will promote optimal health, avoid health risks, and make appropriate use of 
health care services in the community. Prevention and detection are services 
delivered to individuals in order to promote optimum physical and mental well 
being, or to identify diseases or ill health at the pre-symptomatic or unrecognized 
symptomatic state. Diagnosis and treatment services are for evaluating the 


131987 Florida Health care Atlas, Florida Dept. of HRS, Page 2. 


14Health, United States, 1986, U.S. Dept. of HHS, Page 1. 

151987 Florida Health Care Atlas, Florida Dept. of HRS, Page 15. 
16Health, United States, 1986, U. S. Dept. of HHS, Page 1. 
17Florida Vital Statistics 1985, Florida Dept. of HRS, Page 41. 


-25- 


HSP 


health status of individuals and identifying and alleviating disease and ill health or 
symptoms thereof. Habilitation and rehabilitation services assist the developmen- 
tally ill or otherwise disabled individual to be restored to the fullest physical, 
mental, social, vocational and economic well being. Maintenance services are 
designed to prevent deterioration of individual conditions as well as to assist an 
individual with activities of daily living. 


Services for cancer patients are provided in a variety of settings in District IX. 
These settings include: (1) mobile (movable structure or vehicle); (2) short-stay 
inpatient (acute care hospitals); (3) long-stay setting (nursing homes); (4) commu- 
nity setting (education, screening services); (5) ambulatory (patient travels to 
fixed location); and (6) home setting (services received at home). 


GOALS, OBJECTIVES AND RECOMMENDATIONS 


Recommendations (Listed by Priority Ranking) 


I. | Expand screening programs for breast and uterine cancer at all public health 
clinics in District IX. 


RATIONALE 


Each of the County Health Departments in District IX currently have breast 
and uterine screening as part of their family planning and maternity clinics. 
The benefits of early detection warrant an expanded program requiring 
additional personnel and supplies. 


П. Establish or expand educational programs for the prevention and detection of 
cancer in the public schools in District IX. 


RATIONALE 


Residents of District IX should be made aware at an early age of controllable 
lifestyle factors which are known to be related to cancer. The American 
Cancer Society sponsors such programs as "Target 5" in the public schools. 
This program has a five-year goal to reduce the number of youth smokers by 
5096. 


RESPIRATORY DISEASE 
PROBLEM SUMMARY 


Chronic obstructive respiratory disease includes bronchitis, emphysema, and asth- 
ma. It is a common health problem with a mortality and morbidity rate that has 
been increasing in both relative and absolute terms. It is more prevalent among 
older population groups which makes it a particular problem in District IX where 
the over-65 population represents over 2496 of the total population. Influenza and 
pneumonia are also critical respiratory problems. Pneumonia accounted for 25.9 
days of hospital care per 100,000 population in the United States during 1984. 


"Health, United State, 1986, U.S. Dept. of HHS, Page 144. 
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In District IX, chronic obstructive respiratory diseases accounted for 428 deaths 
in 1985 and ranked as the fifth leading cause of death. Influenza and 
pneumonia accounted for 250 degths in District IX during 1985 and ranked sixth 
among leading causes of death. 


Table XXIX depicts the mortality rate per 100,000 population for chronic 
obstructive respiratory disease for Florida and District IX during 1970, 1980 and 
1985. 


TABLE XXIX 
MORTALITY RATE PER 100,000 
POPULATION FOR CHRONIC 
OBSTRUCTIVE RESPIRATORY 
DISEASE 
DISTRICT IX & FLORIDA 
1970, 1980 and 1985 

Area 1970 | 1980 
District IX 
Florida 


The most important factors affecting chronic obstructive respiratory disease 
are behavioral factors controlled by each individual and environmental factors. 
Although air pollution and occupational factors are implicated in the etiology 
and progression of chronic respiratory diseases, the single most important risk 
factor remains cigarette smoking. There is a clear cause and effect relation- 
ship between cigarette smoking and the presence of disease symptoms and 
measurable lung dysfunction. 


GOALS, OBJECTIVES AND RECOMMENDATIONS 
Recommendtions (Listed by Priority Ranking) 


I. All school health curriculum in District IX schools should include 
programs designed to: 


‚ (a) Increase awareness of environmental hazards to the lungs; 
(b) Modify behavior in regard to smoking; and 
(c) Develop positive attitudes toward good respiratory health. 


RATIONALE 
As efforts are made to limit and reduce environmental pollutants which 
adversely impact upon respiratory health, residents should be made 


aware, at an early age, of what hazards do exist and should be 
encouraged to adopt health habits. 


i9Florida Vital Statistics 1985, Florida Dept. of HRS, Page 120. 
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II. A comprehensive program of care should be available on a regional basis 
for all persons with chronic obstructive respiratory disease. 


RATIONALE 


The mortality rate, as well as the incidence rate, for chronic obstructive 
respiratory disease in District IX has continued to grow over the past 
fifteen years. As the District IX population continues to grow older, this 
trend can be expected to continue and, therefore, demand for services 
will increase. 


CHRONIC RENAL DISEASE 


SEE DISCUSSION UNDER "SPECIALIZED SERVICES" SECTION 


ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS) 


PROBLEM SUMMARY 


Acquired Immune Deficiency Syndrome (AIDS) is caused by a retrovirus that is 
most commonly referred to as HTLV-II. AIDS was first detected in 1981 and 
the term, "Immune Deficiency Syndrome", was first used to describe the disease 
in 1982. The Center for Disease Control (CDC) defines AIDS as an illness 
characterized by: (1) one or more of several opportunistic diseases that are, at 
least, moderately indicative of underlying cellular immunodeficiency; and (2) 
the absence of all known underlying causes of cellular immunodeficiency other 
than human immunodeficiency virus (HIV) infection and the absence of all other 
causes of reduced resistance reported to be associated with, at least, one of 
those opportunistic diseases. 


In addition to individuals suffering from conditions which meet the CDC's 
definition of AIDS, there are many who exhibit a wide range of symptoms that 
are associated with HIV infection. These individuals are categorized as having 
AIDS-Related Complex (ARC). ARC is a condition caused by the AIDS virus 
characterized by: loss of appetite, weight loss, fever, night sweats, skin nA 
diarrhea, tiredness, lack of resistance to infection, and swollen lymph nodes. 
third group who have been infected with HIV but have no physically Fei. 
symptoms of illness are generally referred to as HIV seropositive. The virus 
that causes AIDS is transmitted through sexual contact and exposure to 
infected blood or blood components and, perinatally, from mother to neonate. 
HIV has been isolated from blood, semen, vaginal secretions, saliva, tears, 
breast milk, cerebrospinal fluid, amniotic fluid, and urine and is likely to be 
isolated from other body fluids, secretions, and excretions. However, epidemi- 
ological evidence has implicated only blood, semen, vaginal secretions, and, 
possibly, breast milk in transmission. Persons exposed to HIV usually develop 
detectable levels of antibody against the virus within six to twelve weeks of 
infection. The presence of antibody indicates current infection though many 
infected persons may have minimal, or no, clinical evidence of disease for 
years. 


ans 


urgeon General's Report on AIDS, U.S. Dept. of HHS, page 11. 
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To date, most cases of AIDS have occurred in people belonging to the following 
categories or risk groups: 
a. Sexually active homosexual or bisexual men; 
b. Present or past abusers of intravenous drugs; 
c. Persons with hemophilia or other persons receiving blood or blood 
products; and 
d. Persons who have had intimate sexual contact with a person who has 
AIDS or AIDS-Related Complex (ARC). 


AIDS was once thought to be a threat, primarily, to homosexual men and 
intravenous drug users who share needles. Evidence is pointing to its spreading to 
the broader population. There are now more heterosexual cases in Florida than 
there were homosexual cases three and one-half years ago. Heterosexual AIDS 
comprises 1596 of all cases; the majority are immigrants from Central Africa and 
the Caribbean where heterosexual transmission is thought to play a major role in 
the spread of the disease. 


Counseling and testing persons who are infected, or at risk for acquiring HIV 
infection, is an important component of prevention strategy. Most of the 
estimated 1.0 to 1.5 million infected persons in the United States are unaware 
that they are infected with HIV. The primary public purposes for counseling and 
testing are to help uninfected individuals initiate and sustain behavioral changes 
that reduce their risk of becoming infected and to assist infected individuals to 
avoid infecting others. Because there is no cure and no vaccine for AIDS, the 
only way to halt the spread of the epidemic is through prevention. 


As of June, 1987, more than 38,000 AIDS cases had been reported to the Center 
for Disease Control--up from 300 in 1981. To date, more than 22,500 people have 
died in the United States of the disease through July 1, 1987. Florida reported 
2,542 cumulative cases of AIDS. Florida has been disproportionately hit by the 
AIDS epidemic, accounting for 6.7% of the national total at July 1, 1987. Each 
month, 120 new cases are reported in Florida. Florida ranks third in the nation 
for the number of AIDS cases and nearly 75% of cases, zeported in Florida come 
from three counties: Dade, Broward, and Palm Beach.?^It is estimated that, for 
every reported case of AIDS, there are an estimated fifty infected individuals. If 
that estimate is correct, then the 3,460 cumulative cases reported in Florida as of 
December, 1987 would equate to 173,000 people infected with AIDS or AIDS 
Related Complex, or 1.596 of the State's population. The CDC further estimates 
that ten people suffer from AIDS Related Complex for every diagnosed case of 
full blown AIDS. 


Dixtrict IX had a total of 336 cumulative adult cases of AIDS at August 1, 1987 
or 12.196 of the State total. Table XXX shows the distribution among the 
District's five counties and the State total. 


21Florida Indigent Health Care Plan Technical Reports Volume, Florida Dept. HRS, 


Section 1, page 632. 
22Senate Appropriations Subcommittee on Health, Education, and Labor Hearing, 
Senator Lawton Chiles, August, 1987. 
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TABLE XXX 
CUMULATIVE ADULT CASES OF AIDS 
FOR DISTRICT IX AND FLORIDA 
THROUGH SEPTEMBER 1, 1987 


“о: of Cases [Percent of Total] 


District IX 
Florida 


Disease Control, State Health 


Office. 


As of March 1, 1988, the total number of AIDS cases in Florida was 3,952. Palm 
Beach County reported 473 cases or 12.096 of the State total. 


2396 to 3096 of those infected with the AIDS virus will develop full blown AIDS 
within five years. The number of persons infected with the AIDS virus is doubling 
every year. Table XXXI shows estimates of AIDS cases between 1987 and 1992. 


TABLE XXXI 
ESTIMATED INCIDENCE OF AIDS IN FLORIDA 
1987 TO 1992 


07/01/92 | 2,500,000 | 90,000 130,500 | 195 


Source: Health Program Office, HRS, 1987. 
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Investing in prevention now could help contain the costs of AIDS. The CDC 
estimates that the cost of treating AIDS victims will rise to $8.5 Billion in 1991. 
A recent estimate of the total costs of treating AIDS predicted that cumulative 
medical treatment costs might reach $38 Billion by 1991. Тһе 1987 Florida 
Legislature appropriated $13.3 Million in State general revenue for various AIDS 
Programs for fiscal year 1987-88; $10.5 Million for patient care services; $1.2 
Million for education; $450,000 to enhance laboratory detection services; $300,000 
for the drug AZT; and $900,000 for the State and local HRS Program staff and 
State laboratory costs. In addition, HRS received $3.8 Million in Federal funds. 


Estimates of the cost per case of treating AIDS vary greatly. Estimates of 
lifetime hospital costs range from $24,500 to $147,000. The large disparity 
between the high and low figures reflects greatly differing lengths of stay for 
AIDS treatment for which there exists no standard medical model. Average 
inpatient hospital lengths of stay can be minimized by providing alternatives such 
as outpatient diagnosis and therapy and home and community based services. 


In Palm Beach County, where approximately 94% of District IX AIDS victims 
reside, the average treatment cost for eleven recent AIDS Program enrollees who 
later died, was $23,123 per patient, most of which is due to hospital care. These 
individuals received an average four months of care and spent 23 days in the 
hospital. 


Care for AIDS patients in Palm Beach County is given by a network of providers. 
Outpatient services may be provided by private practitioners or public AIDS 
clinics. All of the hospitals in the County are private and all have cared for AIDS 
patients. The Comprehensive AIDS Program (CAP) of Palm Beach County 
arranges for social services, psychological services, home health services and 
counseling. CAP coordinates the workings of numerous provider agencies and, as 
such, functions not as a provider but as a referral program. Funding comes from 
one private grant (Robert Woods Johnson Foundation), and one Federal program 
(HERSA). Visiting nurse associations also provide care to AIDS patients. Extended 
care is provided by the public County Home which has a 29-bed unit dedicated to 
AIDS patients. For those who become eligible, hospice care is provided. 


GOALS, OBJECTIVES AND RECOMMENDATIONS 


Recommendations (Listed in Priority Ranking) 


I. Increase expenditures and emphasis on programs of public education and 
awareness to be responsive to community needs. Educational focal points 
should be school systems, places of employment, identified risk groups and the 
public, at large. 


RATIONALE 
Because there is no cure for AIDS and no vaccine or cure anticipated in the 


near future, the only way to control the spread of AIDS is through prevention. 
Public awareness and education are critical in effecting prevention. 


25Florida Indigent Health Care Plan Technical Reports Volume, Florida Dept. of 


HRS, Section 1, page 65. 
24Report on AIDS Patient Care Services, Palm Beach County, November 2, 1987. 
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Services and facilities to serve as alternatives to inpatient hospital treatment 
for individuals suffering from AIDS should be expanded in District IX. 


RATIONALE 


The high cost of treating AIDS patients is primarily due to the cost of 
inpatient hospital care. The average cost per case can be minimized by 
increased outpatient and community-based services and home care and, thus, 
a more desirable continuum of care will result. 


Appropriate policies for dealing with persons identified as infected with AIDS 
should be developed at places of employment and for school systems and 
should conform to the most recent medical information. 


RATIONALE 


Discrimination toward individuals infected with AIDS is a major problem at 
work and schools. Although precautions based on work and school activities 
need to be implemented in certain situations, it is important to protect the 
rights of the individual where there is no medical evidence to support a 
threat to others. It must be noted that some school systems in the District; 
e.g., Palm Beach County, are actively pursuing policies regarding Identified 
AIDS Patients. However, the adoption and implementation of such policies 
and programs addressing AIDS will be frought with emotional public responses 
and legal entanglements and, thus, broad based public support must be 
generated to support such efforts. 
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HEALTH SYSTEMS OVERVIEW 


HEALTH SYSTEM CHARACTERISTICS 
MEDICAL DOCTORS/OSTEOPATHIC PHYSICIANS 


As of April, 1987, there were 18,215 licensed active medical doctors and 1,180 
osteophathic physicians in Florida. 1,707 active medical doctors, or 9.496 of the 
State total, and 104 osteopathic physicians, or 8.896 of the State total are in 
District IX. Despite the growing number of physicians per 100,000 population in 
District IX, remote and medically underserved areas of several counties continue 
to experience physician shortages as well as shortages of other health profes- 
sionals. 


In 1985, with a grant from the U.S. Department of Health and Human Services, 
the Southeast Florida Area Health Education Centers (AHEC) Program was 
initiated through the Southeast College of Osteopathic Medicine. AHEC was first 
proposed as a means of addressing the geographic maldistribution of health 
professionals in medically underserved areas. 


AHEC serves ten counties, most of which surround Lake Okeechobee, including all 
five counties of District IX. | AHEC is affiliated with the health professions 
training programs at Florida International University (Nursing, Allied Health, 
Public Health); Florida Atlantic University (Nursing), Southeast Florida College of 
Pharmaceutical Sciences (Pharmacy); and Palm Beach Junior College (Nursing). 


The ratio of physicians to population has continually grown over the past two 
decades throughout the United States and, particularly, in Florida. In 1960, there 
were 142 physicians per 100,000 population in the United States. In 1983, the 
count was 218 or approximately one-third fewer persons per physician than 23 
years earlier. During that period, Florida's ranking among states went from 15 to 
11 and the number of physicians per 100,000 population increased from 137 to 226. 
The following table shows the distribution of medical doctors and osteopathic 
physicians in District IX during 1987. 


TABLE I 
LICENSED ACTIVE MEDICAL DOCTORS AND 
OSTEOPATHIC PHYSICIANS Note: ‚Please 
DISTRICT IX see Primary 
1987 Care Section, 
Medical Page 19, for 
Doctors Osteopaths Total information on 
Indian River Primary Care 


Martin peu сере E 

Okeechobee 

Palm Beach 

| District IX 

Source: Florida Health Care Atlas, 1987, 
Dept. of HRS. 


Physician 
Distribution. 


1,811 


ee a Eee 
Physician Characteristics and Distribution in the United States 1984, American 


Medical Association, page 13. 
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NURSES 


There is increasing evidence of a shortage of Registered Nurses in the United 
States and in Florida. The vacancy rate for existing nursing posifions in the 
United States jumped from 6.3% to 13.6% between 1985 and 1986. In Florida 
there are currently 52.8 full time equivalent Registered Nurses per 100,000 
population. In the southeast region of Florida, the number is slightly higher, 53.8. 
The supply of Registered Nurses in Florida, in terms of full time equivalents, is 
below nationally recognized standards. Two indicators of the trend in supply over 
the past two years are the lay-off rate which has decreased from 5.8 to 3.6, and 
the true unemployment rate which dropped from 3.09 to 2.04 between 1985 and 
1987. 


Initial findings from a nursing shortage survey of Southeastern hospitals conducted 
by the Hay Group revealed that 8096 of responding hospitals say the 1988 nursing 
shortage is as bad or worse than that during 1987 when the nation's hospitals 
declared the shortage a crisis. 


The survey also reports that 9496 of the 146 hospitals surveyed forecast a similar 
or greater shortage of nurses in 1989. 


The Hay Group survey also uncovered the following information: 


e Seventy percent of Southeastern hospitals surveyed report the vacancy 
rate of more than 1096 of the number of nurses required to operate at 
full capacity. | 


. Nearly one-third of the responding hospitals cite nursing staff vacancy 
rates in excess of 20%. 


. Three percent of the participating hospitals reveal staff vacancy rates of, 

registered nurses approaches one-half of the required nursing staff levels. 
The following Table shows the distribution of Registered Nurses and Licensed 
Practical Nurses in District IX during 1987. 


TABLE U 
REGISTERED NURSES AND 
LICENSED PRACTICAL NURSE. 
DISTRICT IX 


RNs 
| Okeechobee | ^ 84 | 
| St. Lucie | 809 | 325 | 
| District IX 2 
Source: Florida Health Care 
Atlas, 1987, Dept. of 
HRS. 


- _— mm mm mn mn РТ A OO 
„Florida Health Manpower Reports, Registered Nurses 1987, Dept. of HRS, page 3. 
Florida Hospital Association "Hospitaletter", May 16, 1988. 
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DENTISTS 


There were 6,197 Dentists practicing in Florida in 1987. District IX had 698 
practicing Dentists in that year. For every 100,000 people in Florida, there are 
51 dentists. In District IX, there are 62 dentists per 100,000 residents. The 
following Table shows the distribution of Dentists in District IX. 
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TABLE II 
DENTISTS IN 
DISTRICT IX 

1987 


Source: Florida Health 
Care Atals, 1987, 
Dept. of HRS. 


HMOs/PPOs 


Nationally, the number of Health Maintenance Organizations (HMO) has grown 
from 225 Plans in 1979 to more than 560 Plans in 1987. Enrollment has more 
than tripled in less than a decade with 8 Million enrollees in 1979 to more than 25 
Million enrollees in 1987. Florida's HMO growth has exceeded the national 
average. In 1987, there were 42 HMOs in Florida with more than One Million 
enrollees. This ranks Florida second among states, behind California. 


In 1981, the Florida Medicaid Program first contracted with a prepaid health plan. 
through the Palm Beach County Health Unit and, in 1987, there were 4,197 
enrollees. 


As of October, 1987, two HMOs served Indian River County, one in Martin 
County, zero in Okeechobee County, fourteen in Palm Beach County and one in 
St. Lucie County. 


Preferred Provider Organizations (PPOs) have come about as a competitive 
response to HMOs on the part of physicians. They have generally been organized 
by physicians or hospitals or both. The main distinction between an HMO and a 
PPO is that the PPO is not a prepaid plan. There are financial incentives such 
as discounts or the reducing or waiving of co-payments or deductibles to 
encourage members to use physicians affiliated with the PPO but the provision of 
medical service is on a fee-for-service basis. 


As of July, 1987, six Preferred Provider Organizations served District IX. All six 
operated in Palm Beach County. There were none reported for Indian River, 
Martin, Okeechobee, nor St. Lucie Counties. 
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PREVENTIVE HEALTH CARE PROGRAMS 


HEALTH EDUCATION 


PROBLEM SUMMARY 


Health Education has become an increasingly popular term. Public and profes- 
sional interest in health, as well as national legislative trends, has become 
attentive to issues of self-care for health, health promotion and disease preven- 
tion. Health education gained national legislative attention with the National 
Health Planning and Resource Development Act of 1974. Priority number 10 of 
the Act called for "the development of effective methods of educating the general 
public concerning proper personal (including preventive) health care and methods 
for effective use of available health services". 


Health Education defined is "any combination of learning experjences designed to 
facilitate voluntary adaptation of behavior conducive to health". 


The necessity for medical diagnosis and treatment is not to be denied. However, 
hospitals are moving beyond traditional health care roles into broader areas of 
health promotion and disease prevention. 


Optimum health or high level wellness focuses primarily on the individual who has 
the responsibility for his or her own health by adopting health lifestyle habits of 
exercise, diet, rest and non-smoking. Programs aim not only to improve the 
individual's self-awareness, but also to teach the individual more about the nature 
of disease and the availability of health resources. 


With the growing AIDS epidemic, health education as it relates to the virus and to 
victims, has become exceedingly important. In lieu of a cure or vaccine, 
prevention which relies on education is the best chance to curtail the spread of 
AIDS. 


In recent years, an increased emphasis to contain the cost of health care 
expenditures has led toward efforts to educate providers and consumers of health. 
care services about the appropriate use of services. This has become an integral 
part of utilization control. In Florida, the Hospital Cost Contaiment Board is the 
major entity responsible for disseminating health cost information to the public. 


The Department of HRS Public Information Office publishes a variety of brochures 
designed to inform the public about services available to eligible persons. The 
Maternal and Child Health, WIC, Family Planning and Chronic Disease Programs 
produce brochures and slide shows for use by consumers and local agencies. 


Despite numerous attempts, health education planning has remained disjointed and 
lacking in measurable goals and objectives. Too little experience and too few 
precedents make it difficult to plan health education programs for large areas. 


ipeum a ————ÁÁÁ'Á——MÀM— SS ee 
Lawrence W. Green, Health Education Planning: A Diagnostic Approach , 1980, 


page 7. 


Health education services may be formal or informal. Formal health education 
services are characterized by scheduled, structured dissemination of specific 
information about health conditions affecting individuals. Informal health educa- 
tion services are those provided through media such as television, radio, newspa- 
pers and magazines. These types of health education services are usually provided 
in the home. Their direct impact upon health behavior is largely not determinable 
because there does not exist a valid means for their assessment. Formal health 
education services can be evaluated via structured knowledge testing. 


Formal health education services are offered by public and private schools, 
colleges and universities, hospitals, county health departments, medical clinics, 
and voluntary associations. Health education counseling may occur in these 
settings as well as in private physician's offices throughout District IX. Among 
the voluntary associations which conduct health education programs, are: the 
American Cancer Society, the American Heart Association, the American Red 
Cross, and the American Lung Association. 


GOALS, OBJECTIVES AND RECOMMENDATIONS 


Recommendations (Listed by Priority Ranking) 


I. Assure the availability of resources needed to provide comprehensive school 
health education programs. 


RATIONALE 


The greatest benefit from health education comes from educating and, thus 
influencing individuals at an early age with respect to different disease risk 
factors and ways to reduce those risks. Regarding AIDS, it is imperative that 
education precedes sexual activity. 


II. County Health Departments, in cooperation with County School Boards, should 
be involved in health education curricula development and the provision of 
health education within school systems. 


RATIONALE 


Health education expertise within District IX's County Health Departments 
can be utilized to ensure the provision of appropriate health education 
curricula and to ensure the use of updated information as well as to assist in 
the detection of trends and emerging health concerns. 


Ш. Encourage the private sector; i.e., employers, industry, and associations, to 
get actively involved in health promotion and disease prevention through 
education. 


RATIONALE 


In the long run, employers and industry will benefit from a healthier public 
and, therefore, workforce. Health promotion efforts should transcend the 
primary responsibility of public agencies into all areas of society and the 
burden of financing health education should be spread throughout. 
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IV. Universities and colleges serving District IX residents should be encouraged to 
offer programs to train health educators. 


RATIONALE 


The need for health educators is expanding and their roles have become 
increasingly significant. To ensure an adequate supply, area educational 
institutions must offer appropriate training. 


V. Public school curricula related to health education should include life 
management skills and training; i.e., communication skills, marital and 
child rearing skills, social interaction skills including the resistance of 
peer pressure, substance abuse prevention, and stress management. 


RATIONALE 


Regardless of educational and occupational goals, every student can 
benefit from life management skills training. The absence of these skills 
can effect both physical and mental health adversely. 


ENVIRONMENTAL HEALTH PROGRAMS 


WATER QUALITY 
Problem Summary 


Water Quality has been identified as a problem in District IX for several reasons. 
It represents a potential health problem in that many diseases such as typhoid 
fever, salmonellosis and hepatitis are spread through contaminated water. 


Drinking water in District IX is collected from several sources including: (1) 
surficial aquifers, (2) surface waters, and (3) the Floridian Aquifer. Surficial 
aquifers are principal sources of potable water for Indian River, St. Lucie, Martin, 
and Palm Beach Counties. Lake Okeechobee supplies potable water to communi- 
ties near its shores. A number of smaller lakes provide additional drinking water. 
throughout the District. Indian River County and some coastal communities 
withdraw water from the Floridian Aquifer and demineralize it by reverse osmosis. 


The treatment of potable water is accomplished by: (1) relatively large regional 
or municipal treatment facilities and wellfields, (2) smaller project facilities, and 
(3) private treatment systems. Palm Beach County has the most complex water 
treatment systems. The remaining counties in District IX have substantially less 
population and development and they utilize a greater number of smaller water 
treatment facilities. 


Even though most water treatment systems meet current standards, good water 
quality can no longer be taken for granted. Small water treatment plants become 
problems, primarily because, as the population expands rapidly, these plants 
become incapable of treating enough potable water to keep up with the demand of 
the expanding population. Thus, there may be a period of time during which the 
quality of water is reduced prior to tying these plants into a larger, more 
centralized treatment system. 


Regional Comprehensive Policy Plan, Treasure Coast Regional Planning Council, 


1987, page 266. 
-6- 


Salt water intrusion is a problem, primarily for coastal areas where wellfields 
have been located too close to the ocean. Where this has occurred, saline water 
has been allowed to enter into the aquifer and this may, in turn, prevent 
utilization of portions of the aquifer as a potable water source. 


Among the most serious threats to the water supply and one which deserves 
increasing concern, is the dumping of hazardous materials. Without any facilities 
in District IX for the disposal and storage of hazardous waste, preventing illegal 
disposal and resultant wellfield contamination becomes most difficult. Another 
concern is leakage from existing underground storage tanks. 


Problems associated with septic tank sewage treatment plants and landfill 
leachate can be reduced through better land use regulations, environmentally 
sensitive citing of facilities, improved facility design, public education, and 
development and implementation of plans for better management of hazardous and 
toxic materials. Of particular concern is the political difficulty which local 
governments face when attempting to cite sewage treatment facilities and 
landfills in an environmentally sensitive manner. 


In anticipation of continuing growth and demand for water conservation, efforts 
must be undertaken to develop new sources of water. In addition, attention should 
focus on the protection and replenishment of existing water supplies as well as on 
the development and implementation of better water management policies. 


Goals, Objectives, and Recommendations 
Recommendations (Listed by Priority Ranking) 


I. Develop a comprehensive plan to address water availability, use, allocation, 
and management to assist communities in District IX. 


RATIONALE 


A comprehensive plan for the area to augment plans already developed by the 
South Florida Water Management District and the St. Johns Water Manage- 
ment District is necessary to assist county and municipal governments of 
District IX to plan for future growth. 


П. Where the need for regional water treatment/supply systems has been 


identified, detailed plans and implementation schedules should be developed in 
order to limit the number of small water treatment facilities. 


RATIONALE 

Due to the rapid growth of many areas in District IX and continued growth 
anticipated in future years, plans for the development of regional water 
treatment/supply systems are needed to assure an adequate supply of high 
quality water as economically as possible. 


Ш. Hazardous waste storage/transfer facilities should be established in District 


БӘ Ze Dalia Diga ОТілдапға Галле Domnann? Dinnninn fiim] o 
Regional Comprehensive Policy Plan, Treasure Coast Regional Planning Council, 
1987, page 274. 
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IX. Emphasis should be put on public education regarding hazardous waste as 
well as on increasing efforts to discourage illegal hazardous waste disposal. 


RATIONALE 


Population growth and increasing development in District IX has led to the 
need to dispose of more and more hazardous waste which is potentially 
threatening to water quality. The absence of any hazardous waste storage 
transfer facilities in District IX has resulted in increased illegal disposal of 
hazardous waste. 


IV. A concerted effort should be made to inform State legislators and other key 
policy makers about existing and potential problems with the potable water 
supply for District IX. 


RATIONALE 


In order to ward off potential problems with drinking water supplied to 
District IX residents and to correct existing problems such as algae-affected 
drinking water from Lake Okeechobee, resources must be allocated and timely 
action must be taken at the State level. 


AIR QUALITY 


Problem Summary 


Air quality in District IX is adversely affected by pollutant emissions.  Pollutant 
emissions are derived from two main categories: (1) From point sources which are 
comprised of pollutants from agriculture, industry and public utilities and (2) From 
area sources--primarily automobiles, but also including open burning and solvent 
evaporation. Point source pollutant emissions are sulfer oxides, nitrogen oxides 
and total suspended particulates (TSP). Area sources include hydrocarbons, carbon 
monoxide, and nitrogen oxides. Emissions from motor vehicles are, by far, the 
largest contributor to area source pollutant emissions. According to the Palm 
Beach County Health Department, motor vehicle emissions were responsible for 
9096 of total pollutant emissions in Palm Beach County in 1980. 


Point source emissions of volatile organic compounds (VOCs) which, along with 
carbon monoxide and nitric oxide are instrumental in affecting the ozone level, 
are an increasing problem in District IX. These emissions come mainly from fuel 
dispensing facilities such as auto service stations. Electrical oil burning genera- 
tion facilities are another source of VOCs. The sulfur oxide emitted by these 
facilities is increasing the acidity of rainfall in this area as well as in others. 


Palm Beach County has been designated a "nonattainment area for ozone" by the 
Environmental Protection Agency. The nonattainment classification means that 
the National Ambient Air Quality Standards (NAAQS) for ozone have been 
exceeded and that control strategies to meet the standards must be implemented. 
If National Ambient Air Quality Standards are not met in a timely manner, there 
could possibly be a withdrawal of Federal funding, as well as other punitive 
actions. Crop damage is also a real possibility. St. Lucie County, in accordance 


with NAAQS, has been cited for excessive TSP.’ 


Palm Beach County monitors five pollutants: ozone, sulfur oxides, nitrogen 
oxides, carbon dioxide, and total suspended particles (TSP). Martin, St. Lucie, 
Indian River, and Okeechobee Counties monitor only TSP. Limited monitoring in 
four of five communities will not produce adequate pollutant emission data as the 
District continues to grow and develop. 


The effect of any given amount of pollution varies, depending upon climate and 
geological factors and characteristics of the exposed population. In District IX, 
certain climatic and population factors combine to magnify the problem. 
Climatically, the area is susceptible to thermal inversions which trap pollutants 
close to the ground, increasing their concentration and creating severe conditions. 
Approximately 2496 of the population is over 65 years of age and many of the 
elderly are afflicted with chronic respiratory problems. This group is seriously 
affected by even moderate amounts of air pollution. 


Air pollution cannot be viewed as a single problem when considering the problem 
of air quality control. It must be viewed in combination with other. factors to 
determine a total health affect. For example, if an individual has a chronic 
respiratory problem, a heart condition, and smokes cigarettes, air pollution can 
represent the additional factor which determines the difference between life and 
death. 


Goals, Objectives and Recommendations 


Recommendations (Listed by Priority Ranking) 


I. Pollutant emissions monitoring stations should be added throughout District IX 
to detect levels of carbon monoxide, nitric oxides, sulfur oxides, ozone, and 
lead. Monitoring stations should first be added to those areas suspected to 
contain the highest air pollution levels. 


RATIONALE 


A key element in correcting air quality problems is knowing exactly what 


problems exist and the extent of those problems.  Documented evidence of 
unacceptable air pollution levels must precede the planning for and the 
implementation of corrective actions. 


I. А spot-check program to detect motor vehicle pollution control device 
tampering and fuel-switching should be developed and implemented. If 
excessive violations persist, Florida should resume a motor vehicle inspection 


program. 
RATIONALE 


Motor vehicle emissions are responsible for a vast majority of total air 
pollutants in District IX. Guarding against unacceptable emissions due to 
vehicle malfunctions or operator tampering, could reduce the effects of auto 
emissions. 


"Regional Comprehensive Policy Plan, Treasure Coast Regional Planning Council, 
1987. 


HSO 


HSO 


SOLID WASTE 
Problem Summary 


For the purpose of this document, "solid waste means sludge from a_ waste 
treatment works, water supply treatment plant, air pollution control facility, or 
garbage, rubbish, or other discarded material including solid liquid, semi-solid, or 
certain gaseous matter resulting from domestic, industrial, or goverment operations." 


со 


Solid waste programs have been a part of traditional environmental sanitation 
programs for many years. Prior to this implementation, solid waste posed 
significant health hazards by providing harborage and breeding sites for disease 
carrying insects and rodents. Improved solid waste practices have contributed to 
the control of dysentary, cholera, typhoid fever and other diseases. 


Even though traditional reasons for solid waste programs are still valid, solid 
waste programs must adapt and improve to prevent or control the new health 
hazards which are a by-product of today's highly urbanized and technological 
society. As evidenced by the Love Canal and Three-Mile Island incidents, both 
chemical and radiological waste produced by modern society can be extreme 
public health hazards. 


The volume of solid waste generated in District IX is estimated to double or triple 
by the end of the century as the area continues to grow and become more 
populous. It is just a matter of time until severe problems develop if communities 
continue to rely on sanitary landfills as the primary means of disposal. Continued 
reliance on landfills will threaten ground water systems by introducing hazardous 
waste and leachate and by threatening further to diminish wetlands and other 
sensitive areas. As time goes on, it will also become increasingly difficult to find 
acceptable disposal sites. Dependence on landfills can be lessened by decreasing 
or changing the waste stream. Resource recovery and resource separation prior to 
pickup is a key element to limiting reliance on landfills. By reducing the amount 
of disposable waste, the active life of existing landfills will be extended and fewer 
additional landfills will be required in the future. 


The risk of endangering the water supply is increasing because of the nature of 
current disposal methods (primarily through landfills), a high water table, and the 
trend of cities to move their wellfields westward in closer proximity to landfill 
Sites. 


Solid waste management programs need to be developed that can quickly identify 
potential high risk problems and work effectively with both the private sector and 
the general public for the resolution of such problems prior to placing the public 
health in jeopardy. 


Those portions of the health system that address solid waste problems are faced 
with solving some of the most serious threats to public health since the times 
when communicable diseases such as dysentery, cholera, typhoid fever and plague 
were a major threat to public health. Today, solid waste programs must be able 
to solve and prevent such diverse problems as indiscriminate or improper disposal 
of chemical, radiological, medical and biological wastes that are by-products of 
our advanced technology. Improper solid waste practices with regard to hazardous 
waste can easily cause contamination of our drinking water, food supplies, and the 
air we breathe. 


BState of Florida Hazardous Waste Law, 1980, Sec. 403.703 (9). 
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Goals, Objectives and Recommendations 
Recommendations (Listed by Priority Ranking) 


I. 


Appropriate Federal, State and regional entities, in cooperation, should 
promote and provide consultation and assistance for the development and 
implementation of county comprehensive solid waste management plans. 


RATIONALE 


The development or expansion of local comprehensive solid waste management 
programs would provide the organizational structure to prevent, control, or 
eliminate more effectively and efficiently any current and future solid waste 
problems. As the responsibility for solid waste activities are so fragmented, 
the above recommendation would, at least at the local level, centralize to a 
greater degree the .power and authority for solid waste activities. 


Concerned regional and local entities, together, should promote the need for a 
State-wide Comprehensive solid waste management program and assist the 
State when necessary in the development and implementation of such a 


program. 


RATIONALE 


The strengthening of the State solid waste. program would accomplish the 
following: 
(1) Resolve solid waste problems that are inter-regional/State in nature 
and beyond local control. 
(2 Provide the necessary leadership and funding required by local 
programs. 


Resource recovery facilities and/or alternate methods of waste disposal 
should be developed as they become cost effective. 


RATIONALE 


Landfills, although adequate at present, will eventually be unable to accom- 
modate the increasing levels of solid waste without jeopardizing water 
supplies as well as other elements of the environment. 


VEHICLE INJURY/ACCIDENTS 


PROBLEM SUMMARY 


Accidents are the fourth leading cause of death in District IX, as they are in 
Florida and the United States. In 1986, there were 95,640 deaths in the United 
States due to accidents and adverse effects, up from 92,070 in 1985. The increase 
is mainly due to a rise in motor vehicle accidents resulting in death which rose 
8.196 nationwide between 1985 and 1986. The death rate associated with both 
motor vehicle accidents rose significantly between 1985 and 1986 after steadily 
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declining since 1979. Deaths due to accidents and adverse effects accounted for 
4.6% of all deaths in the United States during 1986. 


In Florida, there were 5,212 accidental deaths during 1985. The majority of 
accidental deaths, 2,936, were due to motor vehicle accidents. . 


The following table lists the leading causes of accidental death in Florida during 
1985. 


TABLE IV 
LEADING CAUSES OF ACCIDENTAL DEATH 
IN FLORIDA - 1985 


| No. of- % of Accidental 
Deaths Deaths 


% Change 
1984 to 1985 


Cause of 
Accident 


Motor Vehicle | — 2,936 | 56.396 
11.0% 
Drownings | 45 | 84% | 


| 220 | 42% ^ | 


| 196 | ^ 385 ^ | 


In 1985, there were 557 accidental deaths in District IX. Motor vehicle accidents 
caused 268 deaths and 279 were due to all other causes. While the number of 
motor vehicle deaths took a slight decline from the total in District IX during 
1984 (-2.2%), the number of accidental deaths due to causes other than motor 
vehicles rose sharply (50.896) from the reported numbers of 1984. 


The table below shows motor vehicle deaths and all other accidental deaths in 


` District IX during 1985 and the percentage of change from 1984. 


TABLE V 
ACCIDENTAL DEATHS IN DISTRICT IX, 1985 
AND PERCENT CHANGE FROM 1984 
96 Change |All Other |96 Change 


All Accidental |Motor Vehicle 
Deaths Accidents From 1984 Accidents |From 1984 


Indian River -33.396 
| Okeechobee | — 18 | 10 | -41.2% | 8 | +60.0% | 
Palm Beach +57.9% 
St. Lucie 


Source: Florida Vital Statistics, Dept. of HRS, 1984, page 44, and 1985, 
page 42. 


From 1984 to 1985 the most dramatic change in accidental deaths in District IX 
occurred in Palm Beach County. There were 126 deaths in Palm Beach County 
due to causes other than motor vehicles during 1984; that figure jumped to 199 in 
1985, an increase of 73 deaths over the previous year. Leading causes of 
accidental deaths other than motor vehicles include: drowning, falls, fire, 
suffocation, poisoning, air transportation, firearms, and railway accidents. 
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From 1975 to 1985, the number of accidental deaths in District IX went from 259 
to 557. Motor vehicle accidents increased 65.4% and all other accidental deaths 
increased 41.6%. Much of the increase can be explained by the population growth 
in the District, an increase of 55.7%. The sharply rising population in District IX 
has resulted in similar increases in auto travel and potentially dangerous conges- 
tion on the roadways. It remains to be seen what will be the result of the 
increased speed limit to 65 miles per hour. The National Safety Council suggested 
that the lower speed limit was responsible for between one-third and one-half of 
40,000 fewer motor vehicle deaths, nationally. 


The following factors have an effect on District IX's motor vehicle accident 
problem: : 


1. Availability - Lack of availability of high quality comprehensive EMS 
system and highway safety and enforcement programs. 


2. Alcohol Abuser - National statistics indicate 50% of all motor vehicle 
accident deaths are alcohol, related. Although not yet proven, other 
drugs may also be a factor. 


3. Road Hazards - These include dangerous intersections, metal piercing 
guard rails, trees and walls obscuring vision, and immovable objects too 
near the highway. 


4. Pedestrian Safety - Nationally, опе of every five (20%) of all traffic 
deaths, is a pedestrian. Pedestrian safety problems need to be identified 
and solved. 


5. Poor Practices by Highway Users - This is especially a problem among 
persons 16 to 24. | 


6. Rapidly Increasing Population 


7. Large Numbers of Tourists - Drivers who are unfamiliar with local 
highways and their hazards will have more accidents than permanent 
residents who are familiar with potentially dangerous local situations. 
(Not substantiated by data.) | 


8. Non-use of Safety Belts - According to the U.S. Department of 
Transportation, motor vehicle accidental deaths could be reduced by 4096 
if all persons wore lap belts. Another 1396 could be saved if shoulder 
belts were also worn. In 1976, 8796 of all vehicles involved in accidents 
(in Florida) were equipped with seat belts, but in only 1796 of these 
vehicles were persons using the seat belts at the time of the accident. 
Even with a mandatory seat belt law in existence, it is estimated that 
only 5096 of drivers regularly use them. 


15 


9. Motor vehicle deaths also relate to the number of miles driven by any 


Accident Facts, 1980, National Safety Council. 


1ÜHighway Users Federation, 1776 Massachusetts Avenue, N.W., Washington, D.C. 
20036. 


11 Florida Department of Highway Safety and Motor Vehicles, "1976 Traffic 
Accident Facts - 1977. 
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given population; i.e., the greater the miles driven, the greater the driver 
exposure to potentially hazardous situations and the resulting higher 
probability of having a fatal accident. During the early phases of the 
energy crisis, when gasoline prices were escalating rapidly, the District 
IX population probably (possibly) drove fewer miles and thus, had a lower 
incidence of fatal accidents. However, since 1978, most families 
probably have assimilated these higher gas prices into their budgets and 
thus, are driving more. As a result, there are more fatal accidents. 


Many accidental deaths, both motor vehicle related and others, are preventable. 
Accident and injury control programs can go a long way toward reducing deaths if 
they are adequately funded and receive public support. A quality accident and 
injury control program should meet the following basic guidelines: 


1. Have the ability to collect and analyze data on the leading causes of 
accidental death within its geographic area of operations 


2. Have the ability to recommend a broad range of intervention methods to 
the community for the prevention or control of accidental deaths. 


3. Provide for continuing public education/training with regard to the 
prevention and control of accidental deaths. 


4. Assist and advise local government, the general public and businesses 


with respect to the development of necessary accident and injury control 
programs. 


9. Provide for necessary coordination between local, State and Federal 
accident and injury control efforts. 


GOALS, OBJECTIVES AND RECOMMENDATIONS 


Recommendations (Listed by Priority Ranking) 


I. 


П. 


At the regional level, develop and implement a comprehensive Accident and 
Injury Control Program which emphasizes prevention and control of traffic 
accidents. 


RATIONALE 


The program model to be utilized would be the one promoted by the State of 
Florida, Division of Highway Safety, with slight modifications depending on 
unique regional needs. The basic component of a regional Highway Safety 
Program would be traffic records analysis whereby all law enforcement 
agencies within the selected region would submit traffic accident reports to a 
regional entity for computation and analysis. Based on the analysis of the 
aggregate data, recommendations can be made for highway improvements; 
i.e., increased enforcement efforts in critical areas, and needed educational 
and training programs. 


It should be noted that it would be easy to expand the data base for this 
program to monitor other types of accidents based on future needs of the 
region or participating counties. 

Develop and/or expand county Accident and Injury Control Programs which 
address traffic accidents. 
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RATIONALE 


The same rationale exists in this case as for Recommendation I with the 
exception that there would be five separate county programs instead of one 
regional program. 


DENTAL HEALTH 


A discussion of Dental Health in District IX can be found in the Local Health 
Systems Section IV containing Special Studies. 


IMMUNIZATIONS 
PROBLEM SUMMARY 


Vaccines are among the safest and most effective measures for the prevention of 
infectious and communicable diseases. The introduction and widespread use of 
vaccines has resulted in global eradication of smallpox and dramatic declines in 
the incidence of diphtheria, measles, mumps, pertussis (whooping cough), polio 
rubella, and tetanus. Unfortunately, the successes have resulted in a complacency 
regarding the need for vaccinations. This complacency may well have dire 
consequences if measures are not taken to change this sentiment. Cessation of 
vaccinations would inevitably lead to the recurrence of annual epidemics of 
measles, rubella, diphtheria, and mumps and periodic epidemics of polio and 
greater incidence of tetanus. 


In 1979, 13,597 cases of measles were reported in the United States. In 1985, 
2,704 cases were reported. During this seven-year period, the lowest number of 
cases (1,497) were reported in 1983. However, in both 1984 and 1985, the 
incidence of measles increased. Although the relative increase of 80.6% has 
occurred since 1983, the annual incidence of measles in the United States has 
been reduced 99.9% since the licensing of measles vaccine in the early 1960s.'? 
The number of reported cases of mumps throughout the nation dropped from 
14,225 in 1979 to 2,886 in 1985. The 1985 incidence of mumps was the lowest 
annual total for the disease since it became a nationally notifiable disease іп. 
1968. 


In 1979, 11,795 cases of rubella were reported across the country. The following 
year, the number of reported cases of rubella dropped almost 70% to 3,904 and 
then decreased steadily to 604 in 1985, the lowest annual total for this disease 
since it became a nationally notifiable disease in 1966. 


In 1979, 59 cases of diphtheria were reported. In 1980, the incidence of 
diphtheria dropped to three cases. Since 1980, the highest number of diphtheria 
cases observed in any year has been five for the entire country. In 1985, two 
cases of diphtheria were reported. 


In 1979, the national incidence of tetanus was 81 cases. The 1985 incidence of 71 
12Promoting Health, Preventing Diseases--Objectives for the Nation, DHHS, PHS, 


Fall, 1980, Page 21. 
13Health, United States, 1986, Dept. of HHS, Page 15. 
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cases represented the lowest number of cases following seven years of fluctuation. 


Since 1979 the incidence of pertussis has fluctuated to include a low of 1,248 
cases in 1981 and a high of 3,275 in 1985. 


In 1979, the percent of two-year-olds in the United States who were immunized 
for measles was 80.0%. In 1985, 81.7% of two-year-olds were immunized. 
Immunization for mumps of two-year-olds in the United State in 1979 equaled 
70.1% and 78.9% percent were immunized in 1985. The percent of children 


` receiving the DTP vaccine increased from 82.1% nationally іп 1979 to 85.8% in 


1985 but, during the same period, the percent immunized against rubella declined 
from 80.0% to 77.3%. For all of these childhood diseases, the percent of 
two-year-old children immunized in the United States was lower in 1984 than in 
1982 with very modest gains occurring in 1985. 


In 1982, 246 cases of measles were reported in Florida, down from 385 in 1981. 
Children aged 10-14 years had the highest reported rate of illness in 1981. Prior 
to 1981, the highest age specific incidence rate was in the 1-4 year old age group. 
During 1982, five cases of measles were reported in District IX; three cases in 
Palm Beach County and two cases in Martin County. 


In 1982, 59 cases of pertussis were reported in Florida, down from 78 cases in 
1981. Children less than one year of age had the highest reported incidence rate 
of pertussis followed by those from one to four years of age. District IX reported 
eight cases of pertussis in 1982; four in Palm Beach County, two in Martin County 
and two in St. Lucie County. i 


In 1982, 32 cases of rubella were reported in Florida, down from 67 cases in 1981. 
Children 1-4 years of age had the highest reported rate of illness. District IX 
reported zero cases of rubella for 1982. 


Since 1971, Florida has had a compulsory immunization law for all kindergarten, 
first grade, and other first time students entering Florida's schools. The law 
requires immunization for seven preventable communicable diseases which are: 
poliomyelitis, diphtheria, tetanus, pertussis, measles, mumps, and rubella. Ех- 
emptions are permissible only for medical contra-indications or religious beliefs. 


The School Board of each district and the governing authority of each private 
school establish and enforce a policy that, prior to attendance in a public or 
private school, each child shall present or have on file a Certificate of Immuni- 
zation as specified by the Department of Health and Rehabilitative Services. 
School children who transfer into Florida from out of State or from one Florida 
county to another, are required to have updated records on file in order to attend 
school. Temporary exemptions may be granted by authorized school officials for 
thirty days to permit children who transfer to attend class until their records can 
be obtained or until they are properly immunized. Immunizations are available 
from County Health Departments at no cost to the recipient. 


The results of the compulsory immunization law in District IX have been very 
Health, United States, 1986, Dept. of HHS, Page 15. 


WSFlorida Morbidity Statistics, 1982, Dept. of HRS, Pages 40-47. 
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successful in kindergartens and first grades due to the combined efforts of school 
and public health personnel. In each county, at least 95% of all children have 
received Certificates of Immunization. 


Child care centers provide an opportunity to assure that children have received 
proper immunizations. All records are reviewed at least once a year by public 
health personnel to determine levels of immunizations for all children. Most child 
care center operators are very diligent in requiring compliance with proper 
immunizations. 


The third major effort in the immunization program is the Infant Surveillance 
Program. A concerted effort by public health personnel in District IX has 
resulted in over 85% of all infants receiving one or more immunizations at seven 
months of age. 


All public health expenditures in Florida during the 1986-87 fiscal year totalled 
$186.4 Million. Of that total, $5.44 Million (or 2.9%) went to fund immunization 
programs. 


There are several effective vaccines available today which are not utilized nearly 
as much as they should be, thus resulting in great amounts of needless illness and 
death:* 


a. “Нера 18 B Vaccine 


It is estimated that 200,000 cases of heaptitis B.occur each year in the 
U.S., and 5% of these eventually die of it. Most of this could be 
prevented with vaccine usage. Hepatitis B vaccine is reommended for 
the following groups: 

m  Health-care workers having blood or needle-stick exposures 
Clients and staff of institutions for the developmentally disabled 
Hemodialysis patients 
Homosexually active men 
Users of illicit injectable drugs 
Recipients of certain blood products 
Household members and sexual contacts of HBV carriers 
Special high-risk populations 


b. Influenza 


It is estimated that over 200,000 deaths from influenza have occurred in 
the past 30 years in the United States. Most of these would be 
prevented by influenza vaccine. The influenza vaccine is recommended 
for: 


ШЕ — Adults and children with chronic disorders of the cardiovascular 
or pulmonary systems requiring regular medical followup or 
hospitalization during the preceding year. 


Ш Residents of nursing homes and other chronic-care facilities 
housing patients of any age with chronic medical conditions. 


*Sources: Dr. Dale Tavris, Palm Beach County Health Department and Morbi- 


dity and Mortality Weekly, Massachusetts Medical Society, 1985-88, 
Vols. 36 and 37. 
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d. 


e. 


m Otherwise healthy individuals 65 years of age and over. 


m Adults and children who have required regular medical followup 
or hospitalization during the preceding year because of chronic 
metabolic diseases (including diabetes mellitus), renal dysfunc- 
tion, anemia, or immuno-suppression. 


m Children and teenagers (6 months through 18 years of age) who 
are receiving long-term aspirin therapy and, therefore, may be 
at risk of developing Reye's syndrome following influenza infec- 
tion. 


m Physicians, nurses, and other personnel having extensive contact 
with high-risk patients (e.g., primary care and certain specialty 
clinicians and staff of chronic care facilities and intensive care 
units, particularly neonatal intensive care units). 


m Providers of care to high risk persons in the home setting; e.g., 
visiting nurses, volunteer workers, as well as all household 
members, whether or not they provide care. 


Measles 


The U.S. Centers for Disease Control (CDC) has set a goal of totally 
eliminating measles from the United States. This goal has thus far been 
unobtainable largely because of the failure to utilize vaccine among some 
segments of the population for whom vaccine is recommended, including 
college and university students and medical personnel. 


Rubella 


The most important morbidity caused by the Rubella virus is the 
Congenital Rubella Syndrome (CRS), which occurs when pregnant women 
become infected and transmit the disease to their unborn children. The 
failure to reduce the incidence of CRS below current levels is due to 
insufficient vaccine usage in our population, particularly females of child | 
bearing age. The vaccine is recommended for all non-immune persons 
over 12 months of age; і.е., those without laboratory evidence of rubella 
immunity or immunization with rubella vaccine on or after the first 
birthday. 


Hemophilus Influenza (H Flu) 


H. Flu Meningitis is a major cause of meningitis and permanent neuro- 
logical disability in young children. A new vaccine has made it possible 
to reduce this toll of death and disability significantly, but the vaccine is 
greatly under utilized. The Immunization Practices Advisory Committee 
(ACIP) recommends that all children receive conjugate vaccine at 18 
months of age. 


GOALS, OBJECTIVES AND RECOMMENDATIONS 


Recommendations (Listed by Priority Ranking) 


School administrators in District IX should enforce existing laws that require 
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the presentation of an acceptable certificate of immunization for every child 
entering school for the first time. 


RATIONALE 


This program is a joint responsibility of both the District IX School System 
. and the County Health Units. It is imperative that school systems strictly 
enforce the State statutes regarding immunizations if the most beneficial 
effects of available immunizations are to be attained. 


II. District 9 HRS, through County Health Units and the private medical 
community, should increase efforts to raise immunization levels of pre-school 
children. Efforts should include a district-wide awareness campaign to 
familiarize the general public of the necessity for early immunizations. 


RATIONALE 


The highest incidence rate for many of the diseases which are preventable by 
immunization are occurring in pre-school age children; i.e. 1-4 years old. 


HEALTH CARE PROGRAMS 
PRIMARY CARE 
PROBLEM SUMMARY 


Primary Care Services are those rendered to an individual at his first point of 
contact with the health system. Services are provided in a wide variety of 
ambulatory settings. A primary care setting typically has no provision for 
overnight patient stays. It involves the initial and follow-up contacts with the 
health system and includes: examinations, diagnostic testing, treatments, social 
and emotional counseling, and health education. When more intensive care is 
needed than is normally provided in a primary care setting, referrals are provided 
for appropriate secondary or tertiary health services. 


A model primary care program should include the following basic services: 


. Health promotion and disease prevention services. This includes health 
f risk reduction, immunizations, nutrition education and counseling; 


e Routine physical examinations, screenings, laboratory tests and other 
services to detect the presence of diseases or other conditions requiring 
treatment; 

e Diagnosis and treatment of acute problems and minor emergencies 
such as sexually transmitted diseases, tuberculosis, communicable di- 
seases, and other illnesses and injuries; 


e Diagnosis and treatment of chronic problems including cancer, cardiovas- 
cular disease, diabetes, epilepsy, hypertension and other chronic diseases; 


. Family Planning; 
e Dental Services including routine checkups and cleaning, dental treat- 


ment and dentures; 
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e Pre and Post-natal Care; 
. Diagnostic X-rays and laboratory tests; 


. Referral to appropriate mental health and related services including 
alcohol and drug abuse treatment and other mental health evaluation, 
counseling, and therapy; and, 


è Pharmaceutical services including the provision of prescription drugs and, ¿ 

medications required for treatment of acute and chronic problems. 
Primary health care includes a range of services which meet the majority of an 
individual's health care needs. It is generally agreed that Primary Care satisfies 
about 80% of those needs. Most primary care services are delivered through 
private physician and dentist offices and clinics, emergicenters, hospital outpatient 
clinics and emergency departments, county health departments, and rural health 
clinics. 


Primary care providers include: physicians (pediatricians, family practitioners, 
general practitioners, internists, obstetricians, and gynecologists); dentists; physi- 
cian assistants, nurse practitioners, registered nurses (in some settings); and nurse 
midwives. Also considered to be primary care providers are chiropractors, 
optometrists, and pharmacists as well as a number of other professionals who 
provide allied health services. i 


A primary care physician is generally thought of as ‚one who establishes а 
relationship with an individual or a family for whom he provides continuing 
surveillance of that individual's or family's health care needs, comprehensive care 
for the acute and chronic disorders which he is qualified to care for, and access 


to the health care system for treatment of those disorders requiring the services 
of other specialists. 


Several issues can be identified which affect planning for primary health care. 
Utilization trends, until recently, indicated a bias toward hospitalization over 
other forms of care. In general, there has been a tremendous growth in volume 
and demand for hospital-based services. However, there have been several 
developments in recent years which have provided incentives to minimize the 
amount of time a patient spends in the hospital and, whenever appropriate, to 
treat individuals in an ambulatory setting in lieu of inpatient hospitalization. 
Medicare's prospective payment system, the emergence of alternative delivery 
systems such as health maintenance organizations and preferred provider organi- 
zations, insurance companies, and employers who pay for health insurance are 


responsible for much of the shift in emphasis toward utilizing ambulatory care 
settings. 


Over the past twenty years, there has been a large growth in the supply of 
physicians in the United States and in Florida. A growing surplus of physicians in 
Florida has been predicted for future years. However, a smaller percentage of 
new physicians are becoming general or family practitioners. In 1979, 20.4% of 
Florida Physicians, aged 55 to 64, were in general or family practice whereas 


HRS Indigent Health Care Plan, Technical Reports Volume, Florida Dept. of 
HRS, Chapter 1, page 42. 
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8.4% of Florida physicians between 35 and 44 years of age were general or family 
practicioners. 


The following table shows the total number of actively practicing physicians in 
District IX, the number and percentage who are primary care physicians, and, of 
the primary care physicians, the number and percentage who are in general or 
family practice. 


TABLE VI 
DISTRIBUTION OF PRIMARY CARE PHYSICIANS * 
DISTRICT IX - 1986 


Primary Care 
Physicians as 


* Includes only PETIT practice уал 
Source: Estimated from the Geographic Distribution of Physicians, 1987, Department of 
Education and Medical Doctors in Florida 1975, and Department of HRS. 


Federal and State Governments have suggested that, to provide adequate service 
in an area, 5096 of the physicians ought to be in the primary care specialties of 
family or general practice, internal medicine, obstetrics/gynecology, or pediatrics. 
A 1980 Federal Government sponsored study by the Graduate Medical Education 
National Advisory Committee (GMENAC) suggests that approximately 4396 of 
primary care practitioners should be in family and general practice. District IX, 
as a whole, fails to meet either standard. Only Okeechobee County exceeds the 
suggested percentage of primary care physicians and, of the primary care 
physicians in each county, only St. Lucie County meets the suggested percentage 
of family and general practicioners. 


Barriers to primary health care include accessibility, availability, and financial 
factors. Geographic accessibility is influenced by the fact that many physicians 
cluster around the hospital at which they have privileges. Residents of rural areas 
of Palm Beach County, Okeechobee County, and Western Martin County are most 
affected by this custom. Availability factors as barriers to primary care include 
office hours (generally 9:00 to 5:00 Monday through Friday) and insufficient 
numbers of primary health care professionals. Financial factors continue to form 
the greatest barrier to primary health care and will always be a barrier for 
certain segments of the population. As health care costs increase, more services 
are paid for by tax dollars or by third party payers and less directly by the 
patient. Those not eligible for tax funded programs and without insurance must 


LITT-——————————————————————— M————————————— 
HRS Indigent Health care Plan, Technical Reports Volume, Florida Dept. of 


HRS, Chapter 6, Page 5. 
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either do without care or spend a greater percentage of their own incomes for 
health care. Few insurance programs cover primary health care as a benefit, 
thereby contributing to inappropriate utilization of hospital emergency rooms. 


County health units supported by State and local government funds provide 
primary care services which include: family planning services, immunizations, 
well-baby clincs, communicable disease treatment, chronic disease monitoring, and 
dental care. 


A part of the Health Care Access Act, passed by the Florida Legislature in 1984 
created the Medical Assistance Trust Fund. This Act designated $10 Million for 
the establishment by the Department of Health and Rehabilitative Services of 
primary care programs within county health units. On July 1, 1987, CS/HB 1384, 
an Act Relating to Health Care, became law. It doubled primary care funding to 
$20 Million. One purpose of the bill is to expand primary care coverage. Ten 
Million Dollars allocated to primary health care in 1985 funded 18 county 
programs none of which меге in District IX. Funding from the 1987 legislation 
adds 28 county programs including Indian River, Palm Beach, and Martin Counties. 
St. Lucie County and Okeechobee County are among 21 Florida counties targeted 
under phase 3 which has yet to be funded. 


County governing bodies have the option of organizing the primary care programs 


.through county public health units or through county public hospitals (hospitals 


that are owned and operated by the county) Since there are no county owned and 
operated hospitals in District IX, the only option available for organizing primary 
care programs is through public health units. Part of the legislative intent of 
CS/HB 1384 is to shift the emphasis from reliance on restrictive and costly 
institutional care to outpatient, primary and preventive services and to target 
resources to those groups such as pregnant women and children where early 
intervention and treatment have the greatest potential for reducing the incidence 
of more costly and serious disease. 


The legislature also created a statute providing for programmatic direction to 
primary care programs. Key provisions of Florida Statute 154.011 include: 


- There shall be a minimum eligibility standard of at least 10096 of the . 


Federal nonfarm poverty level and a sliding fee schedule based on income 
for eligible persons above 10096 of the Federal nonfarm poverty level; 


- A comprehensive mix of preventive and illness care services shall be 
provided; 


- Programs shall be family oriented and be easily accessible regardless of 
income, physical status, or geographical location; 


~ 24-hour telephone access and evening and weekend clinic services shall be 
offered; and 


- Programs shall include provisions for quality assurance provision and 
procedures for evaluations. 


In addition to primary care services delivered through county public health units, 


Federal funds support services delivered through Community Health Centers and 
Migrant Health Centers. 
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GOALS OBJECTIVES AND RECOMMENDATIONS 


Recommendations (Listed by Priority Ranking) 


I. Increased State and local funds should be allocated for the expansion of 
Primary Care Services targeting medically underserved population groups. 
Health promotion/disease prevention and screening services should emphasize 
existing primary care programs. 


RATIONALE 


Expanding primary care services to include an increased emphasis on preven- 
tion will serve to improve health status and to avoid more costly secondary 
and tertiary care in its absence. 


II. Priority shall be given to the establishment of primary care programs in St. 
Lucie County and in Okeechobee County as additional State funds are 
designated for primary care services in District IX. 


RATIONALE 


St. Lucie County and Okeechobee County are among only 21 of Florida's 67 
counties which have yet to receive funding to initiate primary care programs. 


Ш. The number and distribution of primary care physicians in District IX should 
continue to be closely monitored. Plans to attract primary care physicians to 
identified shortage areas should be developed. 


RATIONALE 


As the population of District IX grows, so does the need for primary care 
physicians. Fewer physicians are electing to enter primary care practice 
which, in turn, will result in an increasing problem for the future. 


OTHER PRIORITY HEALTH CARE PROGRAMS 


Other high priority health care programs that have been addressed by this Council 
are as follows: Emergency Medical Services, Psychiatric and Substance Abuse, 
Specialized Services, Home Health, Long Term Care, Acute Care, Hospice, and 
Developmental Disabilities. These programs are addressed in Section V, CON 
Allocation Factors Report of this Plan. 


HEALTH SYSTEMS ENABLING PROGRAMS 

COMPETITION* 

PROBLEM SUMMARY 

Health care costs in the United States reached 1196 of the Nation's Gross National 
Product in the mid-1980s, up from 696 in 1965 when Medicare and Medicaid were 
introduced. The budget of the Department of Health and Human Services is the 
third largest budget in the world, behind only the budget of the entire United 


*See References on page 33. 
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States Government and that of the Soviet Union. Administrations prior to that of 
Ronald Reagan's, attempted to control health care costs by taking a centralized 
and regulatory approach. Wage and price controls, Peer Review Organizations, 
Health Systems Agencies and voluntary and mandatory caps on hospital costs were 
just some of the methods tried. 


The approach to curb the escalating cost of health care under the Reagan 
Administration has been altogether different. In the attempt to reduce health 
care costs, retain quality and accessibility, and maintain equity for providers, the 
belief is that competition is better suited to the task than regulation. The 
competitive strategy involves three separate initiatives. The first is to emphasize 
greater consumer choice and participation. Proposals include: voluntary vouchers, 
greater cost sharing in Medicare, more consumer information, and greater 
coordination of benefits with private insurance. The second initiative, closely 
related to the first, is to encourage the development of alternative delivery 
systems. The third initiative is to reform the way in which health care is paid 
for, fostering a pluralistic, competitive health system without abolishing fee-for- 
service. The most far reaching reform is prospective payment. 


The debate over whether or not a competitive model for health care is a cure for 
health cost inflation and a way to ward off government regulation without 
jeopardizing quality and accessibility has been carried on for years and remains a 
question unanswered. 


While a variety of competitive plans have been proposed for the United States 
health care system, they share a number of key concepts. Pro-competition 
theorists claim that the principle cause of high costs in health care is the 
existence of incentives which reward cost increasing behavior with more revenue 
and punish cost reducing behavior with less revenue. The result is inflated prices 
and wasted resources. 


Although physicians receive only 20% of the health care dollar directly, they 
control or influence most of the rest. Proponents of various competition models 
have argued that, because the physician has no monetary stake in these costs, 
they have no incentive to seek out more effective diagnostic and care alterna- 
tives. Likewise, it is not to the advantage of hospitals to screen out unnecessary 
admissions or to discharge patients as soon as medically appropriate because such 
measures serve to decrease revenue. 


Price competition is essential if competition is to occur at all. Price competition 
can take the form of providers' competing over price or other services offered to 
the consumer or, health insurance plans competing with each other for consumers. 
The objectives of the competitive approaches are to force individual consumers to 
play a more active role in determining their health care expenditures through 
these tactics: limiting the value of tax exempt benefits received from employers 
and encouraging consumers to choose from among a number of competing health 
insurance and provider plans. Thus, the core of the competitive approach is that 
consumer choice be used to control health care costs. 


Due to various characteristics unique to the health care market, it does not 
conform to the ideal of the competitive market. It is doubtful that it ever can 
unless society is willing to make vast changes which could, conceivably, result in a 
marked deterioration in the health standards of its citizens. The hope is that 
competition in health care in some limited form can bring down costs and, 
generally, benefit society. Simply by advocating or choosing between either 
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competitive or regulatory measures in an attempt to solve the country's health 
care problems is unproductive and obscures the real issues. Proposals must start 
from a concern for access and quality of care--not just a concern for costs. Any 
proposal must take equal account of all the factors which affect health care 
expenditures. The most obvious of these factors are: 


The nature and extent of consumer expectations; 

The nature and extent of medical technologies; 

The number and behavior of physicians; 

The number and organizational character of hospitals; and 
The structure and scope of third party payment mechanisms. 


ae ce Dorn 


Competition in health care involves many aspects other than price competition, 
much of which serves to drive the cost of care up rather than down. One 
example is the way in which hospitals vigorously compete for medical staff 
members. In order to attract new physicians and to retain valued physicians, 
hospitals may try to offer the most additional services, provide expensive high 
tech equipment (often unnecessary or duplicative) and the best nurse-to-bed ratio. 


Among the more promising developments in health care in recent years, and one 
which has served to increase competition between providers and to moderate 
prices, has been the emergence of Health Maintenance Organizations (HMOs) and 
Preferred Provider Organizations (PPOs). 


An HMO, as defined by the American Medical Association, is "an organized system 
of health care delivery, available to individuals residing in a specific geographical 
area, which includes the services of physicians and other health care professionals, 
as well as the resources of inpatient and outpatient facilities. The HMO provides 
a specific set of health care benefits to an enrolled group for a predetermined 
periodic payment, usually paid on a monthly basis, without regard to the actual 
services provided". Basic to the HMO concept is the emphasis on creating 
provider incentives to reduce medical costs by linking reimbursement to the 
efficient provision of care. To remain in business and to generate a profit, an 
HMO must offer specific health services at a fixed rate that attracts subscribers, 


yet it must provide those services for less than its income from premium charges . 


and investment returns. HMOs have strong incentives to keep services to a 
minimum by emphasizing preventive care, by assuring that costly health care 
services are provided only when required, by implementing utilization review, and 
by developing efficient planning, administration, and management. 


HMOs have been viewed by the Reagan Administration as an efficient means of 
increasing competition in the health care market place. However, because of the 
dramatic increase in the number of HMOs since the enactment of the HMO Act in 
1973, the Reagan Administration has regarded continued Federal support for HMOs 
as unnecessary. As part of its emphasis on reducing Federal intervention, the 
Government ceased to provide Federal grants to HMOs in 1981 and discontinued 
providing loans in 1983. 


The number of HMOs, nationally, has grown from 225 plans in 1979 to more than 
560 plans in 1987. Enrollment in HMOs has tripled in less than a decade from 8 
million enrollees in 1979 to more than 25 million enrollees in 1987. 


Florida has experienced an even more dramatic growth in the HMO industry. 


Before 1980, Florida had only six Federally qualified HMOs. As of October, 1987, 
there were 42 licensed HMOs in the State with more than one million enrollees 
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and eleven HMOs awaiting approval and licensure. Florida now ranks second, 
nationwide, in the number of HMOs апа the number of HMO enrollees.* HMOs 
operate in 43 of Florida's 67 counties. In District IX, Palm Beach County is 
served by 14 licensed HMOs, Indian River County by 2, St. Lucie and Martin 
Counties by one, each, and there are no HMOs covering Okeechobee County. 


As a cost containment measure, Florida's Medicaid program began contracting 
with prepaid health plans in 1981. The first such contract was in Palm Beach 
County. At the beginning of 1987, Florida ranked eighth among the State's 
Medicaid programs in the number of HMO enrollees. Currently, more than 30,000 
Medicaid eligible Floridians are enrolled in an HMO. This represents approxi- 
mately 5% of the total eligible persons. 


Whether or not HMOs will prove to have the desired cost containment effect on 
the overall cost of health care, which advocates have suggested, remains to be 
seen. HMOs, typically, derive cost savings by limiting inpatient hospitalization. 
HMO critics suggest that they are primarily able to do that because their 
enrollees are, on average, younger and healthier. А recent study by Catherine 
McLaughlin, Ph.D., funded by the Robert Woods Johnson Foundation, indicates that 
HMOs' penetration into a community does not have the spillover effect of 
reducing overall hospital costs as hailed by HMO proponents. To the contrary, her 
research indicates that hospital costs were higher in competitive HMO markets. 


Preferred Provider Organizations (PPOs) represent one of the newest and most 
rapidly growing forms of alternative health care delivery systems. They are 
increasingly being used by physicians as a mechanism for competing with HMOs 
and other medical delivery systems. The American Medical Association describes 
a PPO, or what it prefers to call a "Contract Provider Organization", as a 
"contractual arrangement between health care providers (professionals and/or 
institutions) and employers, insurance carriers or third party administrators, to 
provide health care services to a defined population at established fees which may 
or may not be a discount from usual and customary or reasonable charges". 


PPOs vary according to aspects of their design and operation. However, PPOs 
generally share one or more of the following characteristics: 


- A preferred panel of providers that usually includes physicians, hospitals, 
or both. 


- А program whereby the panel's services are marketed to health care 
purchasers. 


- Ап established fee schedule that may provide the purchasers of care with 
a discount from usual and customary rates. 


- The provision of medical services on a fee-for-service basis. 
- The commitment by payers to strive for prompt payment of claims and 


the attempt to provide increased patient volume to preferred providers in 
exchange for discounted rates. 


*Office of Health Maintenance Organizations, 1987. 
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- The use of economic incentives such as the waiving or reducing of 
copayments and deductibles to encourage patients to use panel providers. 
Patients who wish to select physicians from outside the panel may usually 
do so, provided they are willing to pay the additional fees. 


= The use of utilization review and control mechanisms. These mechanisms 
may include one or more of the following: preadmission certification for 
elective hospital admissions, concurrent review of inpatient stays, retro- 
spective profile analysis, discharge planning, second surgical review 
programs, review of hospital outpatient services, ancillary services re- 
view, and quality assurance programs (generally involving the review of 
patient charts against patient screening criteria). 


PPOs have experienced rapid growth in the past five or six years. In 1982, there 
were only 33 PPOs in the United States, according to the American Hospital 
Association. By 1985, PPOs were based in 40 states, Washington, D.C., and 
Puerto Rico, and an estimated twelve to fifteen million people had a PPO option 
available to them. Florida is one among 17 states which have specifically 
addressed contractual arrangements between insurers, physicians and hospitals, 
thereby facilitating PPO growth. As of January, 1987, there were six PPOs 
serving Palm Beach County. There were none in Indian River, St. Lucie, Martin, 
nor Okeechobee Counties. 


Despite the rapid proliferation of PPOs in recent years, there has been little 
empirical research done to evaluate their impact on health care costs and quality 
of care. Whether PPOs remain viable in their present form and continue to grow 
or, as some have predicted, evolve into HMO/PPO hybrids or new types of 
alternative delivery systems remains to be seen. 


In District IX, competitive forces in health care are at work but the degree of 
change in the delivery of health care attributable to competition and its influence 
on the overall cost of care is not known. The District, primarily Palm Beach 
County, has HMOs and PPOs serving its residents and the number of plans and 
members continues to grow. Hospitals compete to provide services which they 
feel can be successfully marketed. Payers of health care, particularly county 


governments and large employers, are much more likely to enter contractual : 


agreements than ever before. If the rise in health care costs continues to outpace 
the consumer price index, as they have in the past, more activity on the part of 
business coalitions for the purpose of bringing pressure to bear on providers can be 
expected. 


GOALS, OBJECTIVES AND RECOMMENDATIONS 


Recommendations (Listed by Priority Ranking) 


Study the effects of health care competition in District IX. Related data must be 
collected and survey instruments must be designed to aid the assessment of 
competitive aspects for which data analysis is inappropriate. Areas of study 
should involve: HMO and PPO availability, physician participation, enrollment, 
and trends; other contractual arrangements and trends among District IX hospitals, 
county governments and other third party payers; a survey of physicians to 
determine recruitment practices and the effects of competition for their services; 
and an analysis of health care marketing efforts and new services being offered in 
District IX. 
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RATIONALE 


In order to go beyond making general statements concerning the effects of health 
care competition in District IX, data and surveys specific to the effects of 
competition within the District are necessary. 


INDIGENT CARE 


House Bill 1384 entitled "An Act Relating to Health Care" became effective on 
July 1, 1987. Іп addition to numerous health care issues it addresses, the ЫП 
re-establishes Local Health Councils and the Statewide Health Council and 
provides for specific powers and duties. Among the duties assigned to Local 
Health Councils is a requirement for each Council to monitor and evaluate the 
adequacy, appropriateness and effectiveness of State funds distributed to meet the 
health care needs of the indigent in its respective district. 


The legislation calls for the preparation of a report on indigent care by each 
Local Health Council and stipulates elements to be included in the report. Each 
Local Health Council is to submit its report to the Statewide Health Council no 
later than January 1 of each year. 


District IX Health Council submitted its first Annual Report on Indigent Care 
during December, 1987. 


The report includes the following: a District profile describing the population in 
need; an inventory of manpower and its utilization; and a description of the 
services and facilities involved in providing indigent health care. 


A discussion of Indigent Care in District IX can be found in this Plan in the Local 
Health Systems Section IV containing Special Studies. 


. LOCAL HEALTH SERVICES PLANNING 


PROBLEM SUMMARY 


In this District, there are four primary organizations involved in some aspect of | 
health planning. These organizations are: (1) District IX Health Council, Inc. - 
Responsible for the full range of preventive and health care program/policy level 
planning; (2) Treasure Coast Regional Planning Council - Responsible for overall 
growth management planning and coordination of infrastructure needs "to insure 
coordinated administration of government policies, especially land use, water 
resources, and transportation system development". (Health and Human Services 
is one of twenty-four policy areas addressed in their Comprehensive Plan); (3) 
District 9 HRS - Responsible for mental health planning; and (4) Areawide Council 
on Aging - Responsible for managing and planning aging and adult services to 
implement the Federal Older Americans Act Program. 


To effect coordination among these four regional planning bodies, this Council has 
established formal coordination agreements with each of its counterpart regional 
agencies. 


Even though it appears that there is fragmentation of health planning activities at 
the regional level, the functions and perspectives of these agencies vary enough to 
insure that duplication of effort is kept at a minimum; i.e., District 9 HRS and 
the Areawide Council on Aging develop plans and set priorities for funding their 
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respective services; Treasure Coast Regional Planning Council compares Health 
and Human Services needs with other infrastructure needs; and District IX Health 
Council, Inc. develops functional health allocation plans to target priority needs 
for State and local action, and develops Certificate of Need recommendations to 
assist the State in approval/disapproval of Certificate of Need Applications. 


It must be stated that the roles of all regional health planning bodies are still 
being defined. This is very evident when one considers the varying funding levels 
that occur from year to year as well as the constant amendments made to State 
and Federal legislation which control these activities. The fact remains that 
patient needs and growth patterns do not stop at political boundaries. Thus, there 
is a definable need for health programs to be planned and coordinated on a 
regional basis to assure that individual and public health needs are met, regardless 
of political and organizational boundaries that must be crossed. 


County and municipal governments throughout District IX have a long history of 
development and delivery of urban and land use planning programs. This is 
especially true along the coastal areas of the District where the impact of rapid 
population growth has dictated that local growth management plans are essential, 
if not critical, to meeting the infrastructure needs of the population. 


What has been overlooked in the development of the State's health planning 
system is that the impact of rapid growth on Health and Human Services has been 
just as severe as it has on the more recognized infrastructure needs; e.g., new 
water supplies, new roads and maintenance of a quality environment. 


Therefore, the need exists for county and municipal involvement in planning 
Health and Human Services, just as it does for planning other infrastructure areas. 
One classic example of this need is the necessity for proper zoning of property to 
allow for the full range of needed health facilities that are projected to be needed 
for county and local political subdivisions. It is not economical for the State to 
approve Certificates of Need and to license new health facilities only to find out 
after the fact that local zoning has not taken this need into consideration or that 
certain types of facilities "should always be built in someone else's back yard but 
not in mine". 


It must also be recognized that most health services are actually delivered at the 
county level; i.e., County Public Health Units and Boards of County Commission- 
ers. d 


It is imperative that a health planning system be developed at this level to 
achieve the following: (1) Development of strategic or service-based health plans 
to determine who will deliver needed services and at what levels; how services 
will be delivered; and how local resources can best be utilized; (2) how to improve 
day-to-day coordination of multiple health services; and (3) how to act as an early 
warning system to State and regional planning entities for new or rapidly changing 
health needs of the population. 


This type of strategic planning would not duplicate regional health planning 
services; e.g., the regional health plan may have one objective, to develop a 
trauma system for District IX and describe the basic purpose and elements of such 
a system, but a strategic plan that actually describes the operational requirements 
for such a system would exceed two hundred pages in length. Regional health 
planning was not designed to develop detailed service specific plans for forty or 
fifty plus health services. 
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Up to this point, the need for improved health planning at the local level has been 
discussed in general terms. A more specific health planning problem has been the 
emphasis of health planning programs on health care services as opposed to 
preventive services, especially environmental health services. 

The primary problem with the environmental health system is fragmentation of 
environmental health programs; i.e., water pollution, air pollution, community 
sanitation throughout many different organizations. This fragmentation causes 
many coordination problems, thus, making it difficult for the environmental 
organizations to operate as effective and efficient systems. Good coordination 
between environmental programs is essential as many environmental quality 
problems demand an interdisciplinary approach which requires the expertise of 
many organizations instead of any single organization. 


This situation is due, in part, to the national trend to consolidate all environmen- 
tal programs into a super-environemtnal agency which is separate from health 
authorities. Тһе placement of many environmental responsibilities within the 
Departments of Natural Resources and Environmental Regulation in Florida 
follows this pattern; it separates health programs from environmental programs. 


As it now stands, responsibility for environmental problems is dispersed among 
cities, counties, overlapping districts, several State agencies, and a multitude of 
Federal programs. To effect a long term solution to this problem, reorganization 
and consolidation of environmental health services must take place at all levels of 
government. 


There are many ways in which environmental programs can be reorganized to 
increase quality and continuity of environmental services. There are five 
administrative models which have emerged in recent years. The various models 
differ by the degree of health involvement (environmental program being part of a 
health agency), their status relative to personal health services, and by how 
narrow or broad a view they take regarding environmental health. 


A good administrative model incorporates the following principles: 
> It contains a strong health component. 
> It has at least co-equal status with personal health services. 
> It represents a full range of man/environment interactions relevant to 
urban, rural and recreational ecology. Since many environmental health 
problems are interdisciplinary in nature, key disciplines must be repre- 


sented for problem resolution. 


> Preventive medicine remains the cornerstone of the administrative de- 
sign. 


» Provides for public involvement and accountability in environmental 
decisions at the program or service level. 


GOALS, OBJECTIVES AND RECOMMENDATIONS 


Recommendations (Listed in Priority Ranking) 


I. Develop county-based strategic (operational) health planning programs for 
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each of the five counties within District IX. Іп rural counties where 
resources are limited, these programs should be jointly funded by county and 
State monies and should be provided through District IX Health Council, Inc. 


RATIONALE 


The need for county-based strategic health planning programs arose out of a 
joint project conducted by Palm Beach County Government and District IX 
Health Council, Inc. The defining of the role of county government and its 
relationship to regional health planning has been the focal point of this joint 
effort. The basic elements of this joint program are as follows: (1) The 
development of a County Health Plan to be adopted, in part, by District IX 
Health Council, Inc. as a formal statement of county needs; (2) The 
development of County criteria for the review of (a) appropriate use of 
County funds, (b) approval/disapproval of Industrial Revenue Bonds, and (c) 
consistency of new health services and facilities with County land use plans; 

and, (3) The development of a shared data base that both meets the needs of 


County and regional health planning and also prevents and reduces duplication 
of effort in the collection of data. 


To expand this program to all five counties will require additional State 
support because the financial requirements for such expansion . currently 
exceeds the resources of District IX Health Council, Inc. 


Develop a forum; i.e., environmetal councils, including staff, where key 
environmental professionals and community leaders can meet to discuss, plan 
and coordinate intervention methods for solving and preventing environmental 
quality and system problems. Inter-agency agreements and other mechanisms 
should also be promoted which will increase continuity and allow for sharing 
of services; e.g., laboratory services. 


RATIONALE 


This recommendation would establish environmental councils, including staff, 
on a county and regional level. Initially, two (2) councils could be estab- 
lished. ‘One would be responsible for environmental services planning for 


Palm Beach County while another council would be primarily responsible for - 


planning for the four (4) smaller counties. 
The mission of these councils could, in part, consist of the following tasks: 


» To develop alternatives to existing regional and local environmental 
health organizational program models and other strategies for the purpose 
of enhancing the delivery of quality cost effective environmental health 
services. 


> То establish a proactive, rather than a reactive, posture for the planning 
of an environmental health services delivery system, representing the 
public health interests of District IX citizens. 


> To define the field of environmental health and to identify the 
organizations functioning within it and the services they provide. 


> To identify the present cost of providing environmental health services; 
the funding sources and means of financing them; and to determine 
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alternative financing mechanisms which are effective, efficient and 
equitable for the citizens of District IX. 


To identify the organizational issues and problems confronting environ- 
mental health organizations which inhibit or obstruct the delivery of high 
quality cost effective services to the public; and to describe the 
underlying causes for those problems and issues. 


To develop new intervention strategies; e.g., tax incentives and disincen- 
tives, which have the potential for being a more cost effective and 
efficient means for controlling or preventing environmental problems as 
an alternative to enforcing numerous rules and regulations. 

To establish a strong health component in all environmental services. 
To provide for consumer input into the environmental planning process. 
To act. as a coordination element for municipal, county and regional 


environmental organizations and to serve in an advisory and policy-setting 
role. 
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DENTAL HEALTH 
INTRODUCTION 


Dental caries continues to be a problem affecting virtually all Americans. In fact, 
the problem is so pervasive that many people consider tooth decay an unavoidable 
part of life. Recent studies show that edentulism in adults and dental caries in 
children have shown a nationwide decrease and there has been an increase in the 
availability and quality of dental services. 


The following statements portray the severity of dental decay:? 


Since body tissues are destroyed and disfigurement in, illness, and loss o 
function result from tooth decay, it is defined as a disease. 


Dental decay is a chronic disease which affects nearly all human beings. 


Unless interrupted by treatment, dental decay progresses until teeth have to 
be removed, since decayed teeth are not self-rebuilding tissues of the body. 


Untreated decay is so common that its consequences of discomfort and loss of 
teeth are considered inevitable. 


The child or adult with an aching, decayed tooth and/or a swollen face cannot 
perform satisfactorily at school or at work. 


The increasing costs of dental treatment can be a heavy burden to the family 
pocketbook or community health budget. 


Badly decayed teeth can become abscessed with the spread of infection into 
the soft and hard tissues, and to tonsils, lymph glands, and other organs; tooth 
decay may lead to life threatening conditions such as bacterial endocarditis, 
asphyxiation, and brain abscesses. 


People with valvular diseases of the heart may suffer additional heart damage 
due to septic (infected) teeth. 


However, with existing preventive measures such as fluoridation programs, the 
incidence of dental decay can be reduced by almost sixty-five percent in those 
persons who have received adequate amounts of fluoride since birth. Other 
preventive measures that should be stressed are: good personal hygiene (brushing 
and flossing of teeth), biannual dental checkups, and good nutritional practices 
which limit sugar intake. A technique that complements fluoridation is the use of 
dental sealants. Research has found that the use of these synthetic resins on the 
pits and fissures of the grinding surfaces of molars can substantially reduce further 
tooth decay on the chewing surfaces which is, sometimes, not completely prevented 
by fluoridation. In December of 1983, an advisory panel at the National Institute 
of Denta} Research, U.S. Public Health Service, recommended their use for most 
children. 
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Fluoridation is truly a preventive measure and does not merely delay the onset of 
dental caries. The significant reduction in dental caries as a result of fluoridation, 
however, must be reinforced by adequate periodontal disease prevention programs. 
Given the current dental behavior of the public and the small amount of 
periodontal treatment being provided, we may be preserving teeth in children and 
young adults only to have these teeth lost to periodontal disease later in life. 


The term, "periodontal disease", actually encompasses a number of diseases that 
affect the gingival tissue and supporting bone. Periodontal diseases are, almost as 
prevalent as dental caries and affect some 75% of the adult population.” However, 
periodontal disease is not limited to adults. Statistics from the National Health 
Surveys relating to periodontal disease in children reveal that 63% of youth, ages 
12-17, have periodontal disease as do 39% of children, ages 6-11. 


The growing realization of the primacy of the American periodontal disease 
problem evokes a natural interest in developing a broad strategy for preventing the 
disease or controlling it sufficiently to lessen its impact on society. Because it is 
universally acknowledged that periodontal diseases do not yet respond to specific 
vaccines or chemotherapeutic agents, resources should be assigned an especially 
critical role in preventive efforts. These roles include personnel for health 
education and for all levels of prevention, diagnosis and treatment. The most 
important steps in the prevention of periodontal disease, as stated by the American 
Academy of Periodontology, are to teach the dental patient what periodontal 
disease is, to teach him the proper habits of mouth care and to instill the 
motivation that is essential if he is to carry them out. 


Current dental research is examining several experimental techniques including the 
development of a vaccine designed to prevent dental decay, cloning enamel genes 
to reproduce enamel that is virtually indistinguishable from the enamel of the 
tooth and the use of lasers to determine whether or not a beam could rearrange 
the molecular structure of decayed areas of a tooth to restore its original 


' hardness. However, until such time as these intervention systems are perfected 


and made available, the fluoridation of community water supplies remains the 
safest and most cost effective method of dental disease prevention available. 


HEALTH STATUS FACTORS 


The following persistent conditions indicate some of the areas where dental health 
is deficient: 


The average 17 year old has had eleven cavities. 


Low income children probably continue to have five times more untreated 
decayed teeth than high income children. 


Forty-five per cent of the population over age 65 have no teeth at all. 


Only about one-third of the U.S. population receives complete dental care 
and almost one-half of children under age 12 have not been to a dentist 
for treatment. 


The current situation illustrates how short of the objectives of preventive dental 
health we presently are in the United States: 


Over 70 million people live on central water supplies and do not have the 
health and economic benefits of fluoridation. 


Over 35 million people live in communities that have no central water 
supply and the children in these communities could be benefiting from a 
school based program. 


Although periodontal disease affects the majority of Americans over age 
45, two recent statewide studies in Iowa and North Carolina show that 
less than two percent of the practices of dentists is in periodontal 
treatment. 


Although the United States is one of the most developed countries in the 
world we are one of the few that does not have a dental care program for 
our children, let alone a national prevention program. 


HEALTH SYSTEMS FACTORS 


Services/Settings 


The traditional manner of delivering dental care--private practice--dominates all 
alternative systems, even when they are taken in the aggregate. Today, 95% of 
dental services are provided by dentists who own or work in a private practice 
setting. Approximately 78% of the 129,064 active civilian dentists are nonsalaried 
and work alone; 90% are general practicioners whose mean age is 45. Another 
4.496 practice with at least one other dentist, and an additional 496 are in formal 
partnerships. Of interest is the fact that 2096 of all dentists who have been in 
" practice for one year or less belong to groups, partnerships or associateships. 


A number of alternative dental care delivery systems have emerged and are being 
tested, and others are just emerging. These systems include department store 
practices (Jefferson Ward), hospital dental services, health maintenance organiza- 
tions, preferred provider organizations, the independent practice of dental hygiene, 
and denturism. Although it is too soon to draw any conclusions about the efficacy 
and effectiveness of these systems, they merit mention here since they could 
possibly change the way dental care is currently delivered. 


A significant feature of the dental profession is a relatively well integrated 
vertical organizational structure that parallels the local/State/Federal hierarchy of 
government in the United States. Dentistry may be unique in that over 9096 of 
practicing dentists are members of a mandatory three-level membership association 
that consists of local (or district) and State constituent societies of the American 
Dental Association (ADA) at the national level. 


Here in Florida, the Florida Dental Association is the State association. The State 
is broken into six districts. The Atlantic Coast District Dental Association, which 
covers all of District IX consists of: 
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1. Tri-County Dental Association 

-Martin County 

«St. Lucie County 

-Okeechobee County 

North Palm Beach Dental Association 
Central Palm Beach Dental Association 
South Palm Beach Dental Association 
Broward County Dental Association 
.North Half of Broward County 

6. Indian River County 
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Public Health dentists and private dentists serve as the only sources of primary 
care. All states require that dental hygienists must work under the supervision of 
a dentist. Pharmacies and dental laboratories serve as support services for the 
dentist. > 


It must be noted that there are few preventive dental health services being 
provided in the community setting. Preventive dental health programs/services 
that should be provided by community based organizations are as follows: 


1. Fluoridation of public water supplies 
2. School based fluoride mouth rinse programs 
3. School and community-wide dental health education programs 


In District IX, as of June, 1987, 496 of the people are either being served by a 
fluoridated water supply or had been given approval to fluoridate their public water 
supply. Only Belle Glade, Fort Pierce, Okeechobee, and Vero Beach public water 
systems provide water with fluoride levels adjusted for optimum prevention of 
tooth decay. The city of Fellsmere water supply is naturally fluoridated at an 
optimum level. 


FLUORIDE WATER LEVELS FOR 
BELLE GLADE, SOUTH BAY, PAHOKEE, AND CANAL POINT 


BELLE GLADE - City Water Supply 


Treated Water: 0.85 ppm August, 1980 
SOUTH BAY - City Water Supply 

Finished Water: 0.08 ppm May, 1980 
PAHOKEE AND CANAL POINT 

Finished Water: 0.26 ppm August, 1980 


Data provided by Palm Beach County Health Department Environmental 


Engineering & Sciences Section as referred to in Dr. Lasch's Study. 


In 1982, a study was completed by Alan H. Lasch, D.D.S., Assistant Dental 
Director, Palm Beach County Health Department, which compared elementary 
school students from Western Palm Beach County to determine the lifetime effects 
of controlled water fluoridation on decayed, missing and filled surfaces of 
permanent teeth. Students from the city of Belle Glade were compared to 
students from the adjacent cities of Pahokee and South Bay. 


Students drinking fluoridated water from birth were found to have 30% fewer mean 
carious tooth surfaces than their neighbors who had not drunk fluoridated water 
from birth. When the mean values for smooth tooth surfaces, only, were 
compared, those drinking fluoridated water from birth develped 45% fewer smooth 
surface carious lesions. The findings from this study point to the positive effects 
fluoridation does have in terms of dental decay prevention. 


In regard to school based mouth rinse programs, only Palm Beach and Martin 
County school systems have instituted such programs. For the 1982-83 school year, 
the Palm Beach County program was provided for grades K through 4 (11,400 
Students). In District IX, there are 58,500 children in unfluoridated areas who are 
not participating in the Sodium Fluoride Mouth Rinse Program. This is approxi- 
mately 87% of all children in District IX. 


The need for comprehensive health education (of which Dental Health is a major 
component) has been identified as a high priority need in District IX. School 
dental health education has been shown to have a positive effect on the students' 
dental care knowledge and should be instrumental in reducing dental health 
problems in District IX. The Palm Beach County Health Department employs a 
Dental Health Educator who is responsible for implementation of school dental 
health education. The Dental Health Educator holds approximately ten workshops a 
year where she informs teachers about the dental health education curriculum. 
The number of teachers reached in an average year totals three hundred. In order 
to get an estimate of how many students are "informed", we can look at the 
equation: 


No. of Teachers Attending Workshops X Rough Class Size = No. of Students Informed Each Year 


Therefore, 


300 X 30 = 9,000 Students Informed in a Year 


As of December, 1982, the predecessor organization of District IX Health Council, 
Inc., The Health Planning Council, Inc. had marketed the Regional Fluoridation 
Program through workshops, media releases, provision of technical assistance and 
mailings to fourteen target populations and over 75 organizations and individuals. 


Facilities/Equipment 


The vast majority of dental care is delivered by dentists and oral surgeons in 
facilities at which their private practices are based. Hospital operating rooms and 
outpatient surgery facilities are available when more sophisticated equipment is 
needed or when more complicated cases are involved. 


District IX Health Council, Inc. recognizes the importance of fluoridation programs 
for communities throughout the District. The basic equipment required for a 
fluoridation program includes necessary chemicals and chemical feeders of which 
there are three common types. Chemical feeders are generally classified as: 
solution type, dry type, or saturation type. 
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System Characteristics 


Accessibility 


Accessibility as a barrier to dental care can be measured by two indicators: travel 
time to dental care, and length of time an individual must wait to receive an 
appointment. Non-emergency care should be accessible within thirty minutes 
travel time and a person should not wait longer than two weeks for an appoint- 
ment. Office hours of practitioners and public awareness of dental care can also 
provide an impact upon accessibility to dental care. In District IX, accessibility of 
dental services is still not at an optimum level. 


Rural areas are generally less accessible to dental care than are urban areas 
because of the number of dentists. From a financial standpoint, lower income 
families have less accessibility to dental care than higher income families. Persons 
in nursing homes or other long term care institutions as well as the home bound 
have less accessibility to dental care than other population groups. Presently, 
dental services for the home bound and institutionalized are minimal. At the 
Eckerd's Boys Camp, dental services are contracted with funding through the State 
level. At the new Intermediate Care Facility for the Mentally Retarded in 
Lantana, dental services are also provided through outside contracting. The Palm 
Beach County Home contracts with private providers for emergency dental care. 


Availability 


Utilization trends have been influenced by the rapid growth of dental prepayment, 
but availability of dental services is still not at an optimum level for District IX. 
Three areas of District IX have been designated as critical dental shortage areas: 
Belle Glade/Pahokee, downtown West Palm Beach, and Fort Pierce. Indiantown and 
Okeechobee have been considered possible dental shortage areas. 


Recently, Indian River County, based upon the number of indigents, has been given 
a priority number of "1" as an underserved area and St. Lucie County's dental 
indigents number has caused them to reach a priority number of "3". There are no 
public dental health treatment programs in Indian River, St. Lucie, Martin nor 
Okeechobee Counties. HRS has a formula which they apply to indigent populations 
which indicates that an indigent population of 6100 can support one public health 
dentist. The State feels that the indigent population in these counties can support 
3.2 times that number of dentists. 


Cost 


In 1965, consumers paid 97.2% of their dental bills directly; private insurance paid 
only 1.6% and public programs paid 1.2%. By 1978, 76.8% of total personal dental 
care expenditures came from direct payments, whilg , private insurance contributed 
19.2% and governmental programs contributed 4.1%. 


There has been significant growth in dental prepayment plans in the past decade. 
Recent data suggest that 60 million people are ds by dental insurance, or 
about 18% to 20% of the United States population. “This contrasts significantly to 
1965 when fewer than two million persons received any kind of dental care through 
insurance provided by fewer than 100 employers. 1? [t has been projected that, by 
1990, half of the population may have some dental care paid for by third party 
carriers. If medicine provides a window into the future, then such a development 
should substantially increase the population's demand for care.' 
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GOALS, OBJECTIVES AND RECOMMENDATIONS 
Goals and Objectives 
All public water supplies in District IX should provide fluoridated drinking water. 


Emergency dental care should be available on a 24-hour basis to 95% of the 
population of District IX within thirty minutes driving time. 


Regular dental care should be available to all residents of District IX, including 
those home bound and in institutions, within two weeks from the time service is 
requested. 


Dental health education should be a significant part of the health curriculum 
taught in grades K through 12 in all public and private schools in District IX by 
1992. 


The Sodium Fluoride Mouth Rinse Program should be available to all students in 
grades K through 8 in all of District Ix. 


By 1992, 25% of the population served by public water supplies will be drinking 
fluoridated water. 


By 1992, emergency dental care should be available to 85% of District IX 
population within thirty minutes driving time. 


Establish by 1992, a dental care program serving low income children, the home 
bound, and those in institutions through public and private dental programs. 


Implement an approved dental health education curriculum in all public schools by 
1992, inclusive of periodontal disease prevention. 


By 1992, 30% of the children in grades K-8 in District IX living in unfluoridated 
areas should be participating in the Sodium Fluoride Mouth Rinse Program. 


Recommendations (Listed by Priority Ranking) 


I. Support efforts to secure the fluoridation of all public water supplies in 
District IX. 


RATIONALE 


The benefits of fluoridation are great. In order to support efforts to secure 
fluoridation, the approach should be directed toward local government. Local 
governments would be encouraged to undertake this project as a public health 
measure in much the same way as chlorine is added to water as a public 
health measure. Efforts directed to the local governments have succeeded in 
the fluoridation of 33 communities in Florida during the early 1980s. For 
every dollar spent on fluoridation, a $50 return can be expected in the form 
of prevented dental cavities with a concurrent reduction in dental repair 
costs. Community water fluoridation is the most cost effective dental 
disease program available to date. 


II. Support strategies to implement school Fluoride Mouth Rinse Programs in all 
public, private and parochial schools (grades K through 8) in District IX. 


Te 


DH 


DH 


III. 


IV. 


V. 


VI. 


RATIONALE 


These strategies would develop and implement school Fluoride Mouth Rinse 
Programs in those schools where the public water supply is not fluoridated. 
Present school Mouth Rinse Programs run cooperatively by County Health 
Units and School Boards should be expanded. This Program costs approxi- 
mately 50€ per child per year. Though this recommendation is less effective 
and efficient when compared to the fluoridation of public water supplies, it 
would still reduce tooth decay by up to 4296 (as compared to 6596 for 
fluoridating water supplies). 


Support efforts to expand the implementation of an approved dental health 
education curriculum in all public, private and parochial schools (grades 
K through 12) in District IX. 


RATIONALE 


Dental health education, taught at an early age, will aid in the prevention of 
dental caries and periodontal disease. Good personal hygiene (brushing and 
flossing of teeth), biannual dental checkups and good nutritional practices 
which limit sugar intake, are necessary components of a healthy future. 


Support efforts to identify gaps in the provision of emergency care and 
determine who is responsible for providing that care in District IX. 


RATIONALE 


Improvements are needed in District IX in regard to the provision of 
emergency dental care. Strategies should be developed to define and to 
change this situation. Area hospitals and the dental societies, along with the 
District IX Health Council, should be jointly responsible for developing 
recommendations for any needed improvements in emergency dental services. 


Support efforts to identify the existing need for regular dental care by low 
income children, the home bound and institutionalized persons in District IX. 


RATIONALE 


Regular dental care should be available to all residents of District IX, 
including those home bound, those in institutions, and low income children 
who have no means to buy dental care. District IX Health Council, Inc., in 
conjunction with such groups as the Council on Aging, District 9 HRS, Nursing 
Home Administrators, and Home Health Agencies, should develop strategies to 
reach the appropriate entities to determine the extent of this need. 


Develop strategies designed to measure the extent of periodontal disease in 
District IX. These strategies should include: 


A. An improved data base on the incidence and prevalence of periodontal 
disease. 


B. Determination of the level of services necessary to treat periodontal 
disease, with emphasis on educational services designed to teach the 
importance of plaque control, early intervention and comprehensive treat- 
ment. 


C. Coordination with County Health Departments, local dental societies and 
the Department of HRS in order to evaluate future recommendations to 
combat periodontal disease. 


RATIONALE 


As the incidence of dental caries decreases, the next priority in preventive 
dental health should be to combat periodontal disease. In order to address 
this issue, more preliminary information is necessary and coordination with 
other agencies responsible for preventive dental health is very important. 


10. 


11. 
12. 


13. 
14. 
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EMERGENCY MEDICAL SERVICES 


INTRODUCTION 


Emergency Medical Services (EMS) provide immediate medical care to prevent loss of 
life or the worsening of physiological or psychological illness or injury. The 
development of EMS in the United States has occurred at an extremely rapid pace 
within the last twenty-two years. Until 1966, Emergency Medical Services in the 
United State was, perhaps, the most neglected area of medical and public safety 
service. The active input and interest of physicians regarding the need for improve- 
ments in emergency medicine contributed to the inclusion in the National Highway 
Traffice and Safety Act of 1966, of a standard which required each state to take 
definitive actions toward providing better emergency medical care for traffic accident 
victims. 


Prior to 1970, emergency services as we know them today, did not exist in District IX. 
At that time, most people considered emergency services only in regard to ambulance 
services. These services were mostly provided by funeral homes, volunteers, and 
private ambulance companies utilizing very poorly trained (today's standards) person- 
nel. The Emergency Medical Services Systems (EMS) Program (Title XII of the Public 
Health Services Act) was established in 1973. The purpose of the program was to 
provide assistance and encouragement for the development of comprehensive emer- 
gency medical services systems throughout the country and, thereby, improve the 
quality of patient care and reduce morbidity and mortality. The Federal EMS Act of 
1973 has been amended three times, most recently in 1979, to provide funding for 
trauma centers and poison control centers. 


Due to the Federal EMS Act of 1973 (P.L. 93-154), major improvements were made to 
both the State of Florida's and to District IX's .EMS Systems. The Office of 
Emergency Medical Services (Health Program Office, HRS) operates under the guid- 
ance of the Comprehensive State Emergency Medical Services Act developed by the 
Florida Legislature and the Governor in 1973 (Chapter 401, Florida Statutes) In 
District IX, improvements on a region-wide basis consisted of, at a minimum, utilizing 
better trained ambulance personnel (emergency medical technicians) upgrading local 
hospital emergency departments through providing 24-hour service and utilizing physi- 
cians who are especially trained in emergency medicine. By 1978, Okeechobee County, 
St. Lucie County and some communities within Palm Beach County had initiated 
paramedic services. By 1978, all five counties had made major improvements in their 
emergency communications systems. 


HEALTH STATUS FACTORS 


The National Academy of Sciences has estimated that 60,000 deaths from traumatic 
injury could be avoided across the United States through improved emergency medical 
services. The American Heart Association estimated that between 1596 and 2096 of 
prehospital coronary deaths are preventable if proper care were administered at the 
scene en route to an appropriate medical facility. It was also estimated that 5,000 
deaths each year caused by drowning, poisoning, and drug overdose could be prevented 


EMS 


with improved EMS." 


Major cardiovascular diseases, accidents, suicides and homicides are among the leading 

causes of death in District IX. Each of these causes is characterized by a sudden 

onset of illness or traumatic injury. As stated previously, it is generally acknowledged ы 
that a quality EMS System could prevent 15% of these deaths. Another readily 
available indicator that can be used to determine the impact of an improved EMS 
System is the resident crude death rate which represents deaths in District IX from 
ALL causes. It is nationally accepted that a quality EMS System can reduce this rate 
by as much as 10%. The following table illustrates the growth of population in 
District IX from 1980 to 1985 and the numbers of deaths from Sudden Onset 


Illness/Traumatic Injury* (SO/TI) and total deaths from 1980 through 1985. - 
TABLEI 
DISTRICT IX: POPULATION GROWTH, THE NUMBER OF DEATHS FROM ALL CAUSES 
AND THE NUMBER OF DEATHS FROM SO/TI - - - - 1980-1985 nid 
96 Change | % Change % Change 
| from Previous || Deaths from from Previo Deaths from from Previous | = 
Year | Population Year All Causes Year SO/TI Year 
1980 | 821,589 | +4.6% || 9,657 | +7.8% || 5513 | 55.196 
1981 | 875,070 |  *6.596 | 10,441 | 981% | 6,005 |  *8.995 „а 
1982 909,461 +3.9% || 10,634 — | +1.8% | 61022 | +1.6% 
1983 936,387 +3.0% ‚|| 11,176 +5.1% | 6,289 | +3.1% 
1984 980,837 +4.7% 11,388 +1.9% || 6,380 %1.4% 
1985 | 1,023,190 %4.3% 12,260 %7.7% | 6,742 | 35.7% ы 


*Source: Florida Vital Statistics, HRS, 1980, 1981, 1982, 1983, 1984, 1985. 


During the 1981-1982 program year, two major improvements occurred in District IX. 

Palm Beach County's 911 System became operational and Martin County's tax 
Supported paramedic program became operational. These improvements helped to stem — 
the increase in resident deaths from sudden onset illness/traumatic injuries in District 

IX but we need to evaluate each county, individually, in order to attain a clearer 

picture of the situation. 


“Sudden Onset Illness/Traumatic Injuries include major cardiovascular diseases, acci- - 
dents, suicides and homicides. 


TABLE II 
CRUDE RESIDENT DEATH RATES PER 1,000 POPULATION 
| AREA 1980 1985 | 
| Indian River 11.3 11.1 11.7 
Martin 12.2 12.6 
St. Lucie 10.5 10.5 
Okeechobee 9.3 11.2 11.2 
| Palm Beach 12.0 12,1 12.0 12.2 12.2 
| District IX 11.8 11.9 11.7 11.9 12.0 
| Florida 10.6 10.7 10.4 10.6 
| | 


Source: Florida Vital Statistics, HRS, 1980, 1981, 1982. 1983, 1984, 1985. 


RESIDENT SUDDEN ONSET ILLNESS/TRAUMATIC INJURY (SO/TI) 


| TABLE III 

| RATES PER 1000 POPULATION 

| 
| 


| 

AREA [1980 ] 1981 | 1982 | 1983 | 1984 | 1985| 
Indian River | 59 | 62 | 58 | 60 | 62 | 6.3 
Martin 7.2 7.2 6.8 
St. Lucie 6.2 5.9 5.6 
Okeechobee 5.4 5.9 5.7 
. Palm Beach | 6.9 | .6.9 6.9 6.9 | 86.6 | 6.8 
District IX | 67 | 69 | 67 | 6.7 | 65 | 6.6 
Florida 6.0 9.7 

| 


| Source: Florida Vital Statistics, HRS, 1980, 1981, 1982, 1983, 1984, 1985 


These indicators need to be followed through for the next several years so that we can 
establish trends in the amount of the impact that EMS Systems have on these death 
rates. However, the potential benefits of a quality EMS System extend beyond the 
saving of lives; a high quality EMS System could reduce the amount of permanent 
disabilities resulting from traumatic injuries and sudden onset of illness due to quicker 


receipt of quality care, both on site and at appropriate institutions. 


EMS 


EMS 


On October 1, 1983, Florida enacted into law a statute that affects every restaurant 
in regard to emergency first aid to choking victims. It stipulates that an approved 
maneuver (Heimlich Maneuver or American Heart Association) be posted in all 
restaurants and that employees be trained in the procedure. The text of the law is as 
follows: 


"Section 1. Section 509.213, Florida Statutes is created to read: 

"509.213 Emergency first aid to choking victims-- 

(1) Every public food service establishment shall post a sign in a 
conspicuous place in the establishment accessible to employees, which 
sign illustrates and describes the Heimlich Maneuver procedure (or 
another approved method such as the American Heart Association recom- 
mendations) for rendering emergency first aid to a choking victim. 
(2) The establishment shall be responsible for familiarizing its employees 
with the method of rendering such first aid. 

(3) This section shall not be construed to impose upon a public food 
service establishment or employee thereof a legal duty to render such 
emergency assistance and any such establishment or employee shall not 
be held liable for any civil damages as the result of such act or omission 
where the establishment or employee acts as an ordinary reasonably 
prudent man would have acted under the same or similar circumstances." 


HEALTH SYSTEMS FACTORS 


Since the passage of the Federal EMS Act, emergency services are now discussed and 
defined in system terms as: an arrangement of manpower, facilities and equipment 
designed for the effective and coordinated delivery of health care services under 
emergency conditions. Figure 1, below, illustrates graphically this total EMS system 
with the six basic elements that are essential for quality emergency care listed below. 


Figure] 
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A quality EMS system should provide 
facilities and programs which offer followup care and rchabilita- 
tion as is necessary to effect maximum recovery of patient. 
"Followup care and Rehabilitation” includes physical and psychia- 
tric care and vocational rehabilitation. 
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A quality EMS System has further been defined (P. L. 93-154) to contain the following 
five basic and ten support elements. 


BASIC ELEMENTS 


Manpower 
Training 
5. Facilities 


Communication 
Transportation 


SUPPORT ELEMENTS 


Critical Care units 

Public Safety agency interfaces 
Community participation 

Guarantees of accessibility to care 
Logical: transfers of patients 
System evaluation 

Disaster planning 

Mutual aid.agreements 

Standardized medical record keeping and data 
collection 

Public information and education 


1. 
2. 
3 
4 
5. 
6. 
7. 
8 
9 


- 
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Тһе above basic and support elements аге not all inclusive and сап be modified based 
upon increases in the state of the art and how EMS needs are defined locally. 
Conspicuously absent from this list is the development of suitable funding mechanisms. 
The reason for this is that the above EMS System was designed as part of a Federal 
Grant Program which provided the majority of funding to participating regions 
throughout the country. If similar systems are to be set up locally without the aid of 
Federal funds, a great deal of attention must be given to how to make such a system 
work within the limits of local resources. 


A patient's needs do not recognize political or organizational boundaries. When one 
considers the sheer numbers of people and organizations and political subdivisions that 
must interact to the best interest of the patient, sound management and coordination 
practices are a must at the local, regional, and State program levels. 


Due to the type of care being provided, and to the varied and often adverse 
circumstances under which it must be provided, EMS requires a great deal of 
specialized equipment and manpower, both in the field and in health care and support 
facilities. This need, especially for medical, communication, and transportation 
equipment, places a high priority on making maximum use of available EMS resources. 


EMS 


As defined in Florida law, there are two levels of Emergency Medical Services. "Basic 
Life Support" means treatment of life-threatening medical emergencies by a qualified 
person through the use of techniques such as patient assessment, basic cardiopulmonary 
resuscitation, splinting, obstetrical assistance, bandaging, administration of oxygen, 
application of medical antishock trousers, and other techniques described in the 
Emergency Medical Technician Basic Training Course Curriculum of the United States 
Department of Transportation. "Advanced Life Support" means treatment of life 
threatening medical emergencies through the use of techniques such as endotracheal 
intubation, the administration of drugs, intravenous fluids, telemetry, cardiac monitor- 
ing and cardiac defibrillation, by a qualified person. 


The qualified personnel are defined as follows: "Emergency Medical Technician (EMT)" 
means any person who is trained in basic life support and who is certified by the 
Department of Health and Rehabilitative Services to perform such procedures in 
emergency situations. "Paramedic" means a person certified by the Department to 
perform basic and advanced life support services as defined above. 


Services/Settings 


TABLE Iv 
EMERGENCY MEDICAL SERVICES AND SETTINGS 


SERVICES SETTINGS _ 
Short-Stay |Long-Stay |Free Standing 
In-Patient |In-Patient Support Community 


County Govt. 
Heart Assn. 
Red Cross 
School Svstem 


Health Promo- 


lion and 
Protection 


Hospitals 


Diagnosis and Hospitals |Hospitols 


Treatment Doctors 


Blood Banks |County Govts. 


Civil Defense 
County Govt. 
District IX 
Health Councii 
Treasure Const 
Regiona! Plan- 
ning Council 
District ІХ HRS 
County Health 
Units 
Municipalities 


Personal Health 
Support Services 
System Enabling 


EMS 


Though not yet available to all residents of District ІХ, freestanding emergicenters 
represent one of the fastest growing sections of health care delivery in the United 
States and their impact on the future trend of medical practice is certain to cause 


'some radical changes. The term "emergicenters" does not apply to a single type of 


facility but, in fact, is a term which has been applied to a range of freestanding 
ambulatory care facilities. 


The differences among the types of facilities known as emergicenters relate to their 
capabilities. Three general types of facilities exist across the country. One type has 
medical care capabilities very similar to hospital emergency rooms in that they are 
open continuously, provide episodic care for a range of illnesses/injuries including those 
that are life-threatening, and are staffed by emergency physicians. The primary 
distinction between these true emergency centers and hospital based emergency rooms 
is that these centers are freestanding and frequently independent of hospital ownership 
or control. While first established in 1973, these types of emergicenters still number 
less than a dozen, nationally. A second type of emergicenter, which can be referred 
to as an "urgent care center", is staffed and equipped to provide care for minor 
emergencies. Urgent care centers generally have the capability of evaluating and 
stabilizing (not treating) life and limb-threatening illnesses and injuries in the event 
Such patients present themselves. To do so, they employ emergency physicians and 
maintain certain key pieces of emergency equipment. A third type of faciltiy is 
sometimes also referred to as an emergicenter. However, its capabilities are simply 
those of an extended hours "primary care center" or physician's office. Here in 
District IX, the majority of the centers appear to be primary care centers. In Palm 
Beach County, the Emergency Medical Services Division is attempting to define the 
existing centers by having their administrators fill out a survey form addressing each 
center's capabilities. 


Typically, the centers are located in heavily-trafficked suburban areas such as major 
shopping centers or strategic intersections. Most emergicenters are open seven days a 
week, including holidays, from 10-16 hours a day, depending upon the needs in their 
areas of operation. Patients do not need appointments and are treated within 15-20 
minutes after arriving. There is supposed to be a licensed physician and nurse on duty 
at all times and other appropriate ancillary personnnel and clerical support. 


Medical treatment is readily available for a variety of episodic injuries and illnesses 
such as cuts, lacerations, sprains, fractures, dislocations, flu, sore throats, childhood 
diseases, accidents and minor job-related injuries. 


What these primary care type of emergicenters do not treat are major trauma and 
illnesses regarded as life or limb threatening. 


A 1972 Health Planning Council study of Palm Beach County hospital emergency 
departments showed that only 4896 of emergency department visits were valid 
emergencies. The greater proportion of the remaining 5296 most likely could have 
received appropriate treatment in a less expensive emergicenter or other primary care 
setting. A more recent study by the Indiana Hospital Association noted that half the 
people who go to a hospital emergency department have non-emergency conditions. 
Only 596 of the patients were judged to be in life-threatening situations, 4596 were 
considered to be urgent, but nearly 8396 were treated and released. The increasing 
demands put upon the hospital emergency department have been due to the fact that, 
until the emergence of freestanding centers, there has been no place to receive 
medical attention after regular physicians! hours or on weekends except in the hospital 
emergency department. Therefore, these centers would have a definite impact on 
health care delivery in District IX once they are established throughout the District. 


In the future, it might be possible to refer ambulatory non-emergency situation 
patients to the hospital's own primary care center or to another local center. 


Facilities/Equipment 


Currently, all District IX hospitals provide emergency medical services through a 
dedicated emergency room. 


A complete inventory of emergency medical equipment, to include transport vehicles, 
has not been compiled. The Health Council plans to develop a listing in the future. 


System Characteristics 
Accessibility 


Initial access to local emergency transportation services and facilities is not a major 
problem. All five counties have an operational 911 communications system. It is 
important to note that the design of regional EMS telecommunications can act either 
as the necessary glue to bond all system components into an organized, cohesive 
structure, or can support the existence of a fragmented nonsystem in which a 
multitude of communications linkages serve to isolate the critical patient from 
necessary EMS intervention and treatment. 


Medical control, also termed physician direction, is the single most visible element of 
the EMS communications system from the inter-agency viewpoint in an optimum 
situation. Before medical control can be effected, all acute care facilities must be 
categorized and formal transfer arrangements among these hospitals must be agreed 
upon.  Interhospital physician consultation, treatment protocols, transporation and 
equipment arrangements, professional accompaniment, and standard patient record- 
keeping procedures must be included in these agreements. Triage protocols should be 
developed for all emergent critical care patients and should directly reflect facilities 
categorization. Treatement protocols do not constitute a loss of freedom for 
individual health care providers to express themselves in terms of the kinds of care 
rendered to emergency patients because, in an EMS System, providers do not, 


individually, render care--the EMS System does, and it does so as a team 


District IX has a severe problem in regard to access to specialty or more definitive 
care not available at local hospitals. In many cases, patient needs dictate that 
patients be transferred to another hospital on an inter/intra regional basis to receive a 
more specialized level of care. Access to this level of care is not currently 
guaranteed, regardless of ability to pay, through formal inter-hospital transfer and 
payment agreements. 


A specific problem exists in the Western portion of Palm Beach County in regard to 
transfer protocols. In Pahokee and Belle Glade, it is difficult to transfer a critically 
injured or ill patient to coastal hospitals. These small rural hospitals do not have most 
of the specialized equipment located in the coastal hospitals. At present, the real 
problem of such transfers involves the indigent where some guarantee for payment 
must be made and a hospital must accept the transfer. On the coast, their transfer 
problems are limited to transfer of patients for out-of-District specialized care and, in 
Belle Glade and Pahokee, the problem invovles transfer to a higher level of care. It is 
really the same problem though geographic isolation places a further burden on the 
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situation for Western Palm Beach County. 


Each year the Clinical Conference on Pre-hospital Emergency Care sponsors an 
Advanced Life Support Contest. On July 7, 1983, thirty-six paramedic teams were 
judged as to how well they functioned independently in difficult situations. The 
paramedics from the Boca Raton Fire Department emerged as the 1983 champions 
with the Del Trail Fire Department from Delray Beach in second place. 


Availability 


The major service gap exists within the transportation component of District IX's EMS 
System in that advanced Life Support (paramedic) Services are not uniformly available 
to all areas of District IX. There have, however, been major improvements made in 
the last few years. Currently, Okeechobee, St. Lucie, Martin and most of Palm Beach 
Counties provide paramedic services to their residents. To date, paramedic services 
are not available to all residents of Indian River County. 


In regard to paramedic services, there is still the problem of having enough quality 
paramedics. In Palm Beach County, it appears that the supply of paramedics is in 
tune with the demand, but in other counties, such as St. Lucie, the supply is still not 
adequate. Indian River Community College provides paramedic training for the four 
northern counties and has recently instituted a one-year associate degree program in 
order to make it comparable to other programs across the country. This program will 
help to train paramedics fast enough to meet local needs. Also, the State EMS 
program and local training programs are working together to achieve better prepara- 
tion of students taking the State Certification Examination required to become a 
practicing paramedic. The most recent graduating class of paramedics from Palm 


Beach Junior College achieved an 88% pass rate on the State Certification which is 
higher than the State average. 


Under availability, there is another problem that persists in District IX. The County 
Health Departments and the Veterans' Administration are two providers who are 
totally closed at 5:00 p.m. and on weekends. It is impossible to transfer one of their 
patients to Miami for further treatment without action by one of these providers 
because physicians refuse to accept responsiblity for "over the highway" transport. A 
twenty-four hour telephone answering service would alleviate this problem. 


Continuity 


Continuity has to do with those aspects of the EMS System which increase the degree 
of coordintion between various system components and with how quickly and smoothly 
a patient receives all required emergency services. Delays or interruptions in receipt 
of required services should be minimized to the extent possible. 


Presently, continuity problems still exist at both county and regional levels. At the 
county level, there is a need for strong county-based programs consisting of an EMS 
Council with adequate staff support, expertise and consumer input to plan, develop, 
and coordinate county EMS programs. Palm Beach, St. Lucie, and Martin Counties 
have EMS Councils that meet monthly to strive to resolve these continuity problems. 
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It is essential that these county programs have strong medical input and are organized 
to allow for medical control of training and performance of medical personnel. 
Physicians should also control the quality of on-site/institutional care to be provided 
and designate who provides it. Each county program should be responsible for the 
day-to-day operational problems of emergency services. Currently, most programs in 
the county lack sufficient medical involvement and control to assure that all citizens 
within District IX receive optimum continuity and uniform quality emergency care. 


The local medical establishment needs to address the following local EMS needs: 


1. Categorization of hospitals to determine the exact level of care each can 
provide and the categories of patients to whom each is best capable of 
providing quality emergency and definitive care. Certain hospitals should 
also be designated as Level III trauma centers. * 


2. The development of uniform treatment protocols to assure quality on-site and 
institutional care and to determine when and where patients should be 
transferred to receive a higher level of care. 


3. The development of inter-hospital transfer agreements which guarantee 
patients access to specialty care, regardless of ability to pay. Transfers to 
specialty care centers must be assured with a minimum of interruptions and 
delays; i.e., quick transfers to patients with serious spinal injuries to a 
center which specializes in those injuries can mean the difference between 
full recovery and total disability for the remainder of a life span. 


4. Special attention must be given to the development in local programs of 
mutual aid agreements, both among political subdivisions and emergency 
transport services to allow for rapid deployment of emergency services during 
disaster situations or in other situations involving multiple injuries or illness. 


9. At the regional level, similar components are needed. It is desirable to have 
both a regional EMS coordinator and an EMS Council. This Council would be 
responsible for coordinating EMS standards and operating procedures through- 
out the region. In addition, many intra/inter regional problems need attention 
and can best be handled at the regional level. 


It is essential to have several counties operating together as a regional unit when 
patient needs or the situations warrant. 


Cost 


It is very difficult to determine the actual cost of the current District IX EMS System 


*There are three levels of trauma centers as defined by the American College of 


Surgeons in the standards entitled "Hospital Resources for Optimal Care of the Injured 
Patient" and adopted into Florida Statutes. Level I is the highest level available and 
is awarded to teaching hospitals only. Level II requires most of the same services 
available as Level I but allows for services to be promptly available and not 
necessarily on the hospital campus. Level II requires services above the level of an 
excellent emergency room. 
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because of the multiple and inconsistent funding mechanisms. Emergency services are 
currently funded through local taxes (county, municipal, special tax districts), private 
grant funds, donations, patient billing, Federal and State funds and other sources such 
as United Way. This type of multiple funding causes many problems. First, it is very 
difficult to realize actual cost when a community believes that it is receiving a lot of 
service for very little "noticeable" dollars being spent; i.e., donations to volunteer 
organizations are not accurately accounted for as opposed to county government funds 
being highlighted in yearly budget approval processes. Second, a quality EMS System 
is dependent on consistency of funding since emergency services must be delivered on 
a 24-hour-a-day, seven-day-a-week basis. Unless an adequate level of continued 
funding can be guaranteed, quality of services is endangered. 


When a governmental organization makes a serious commitment, over-all quality can 
be greatly increased. EMS personnel are paid better and receive better continuing 
education. Communication systems are upgraded and, finally, the community support- 
ed systems provide advanced life support services (paramedics) which must be tightly 
controlled due to the high level of on-site care provided and the expensive and highly 
technical equipment involved. Because paramedic services must have close medical 
supervision and must maintain quality on-site care on a 24-hour-a-day, seven-day-a- 
week basis to all citizens within their service areas, it is usually necessary that such 
services be provided by a governmental unit (county, municipal, or special taxing 
district) to assure a consistent and uniform funding base. 


Emergency transport involves a large number of false calls and provision of service to 
low density rural or suburban areas. It is not economically feasible for private fee for 
service transport organizations to provide such functions. Almost all private compa- 
nies agree that they are most suited to providing non-emergency transport services 
where the situation is more controlled and payment is more readily assured. However, 
there have been reports of duplicative services at the emergency scene, itself, and this 
also increases cost. 


The major decision that has to be made regarding cost is either to maintain multiple, 
non-community based funding or to have an EMS System which is tax supported at an 
approximate rate of $8.00 per capita per year.* Most good EMS Systems have a 
strong tax supported component in conjunction with private and volunteer elements. Is 
there room for all? 


Quality 


Of the fifteen EMS System components, two still require attention with regard to 
increasing their quality. These are the education and transporation components. 


Public education is important for several reasons. First, the public must know how to 
utilize and to participate in its EMS System. Second, a quality community-based EMS 
costs a great deal of money. It is usually very difficult for government to commit 


*Palm Beach County Department of EMS, in a 1981 study, determined that it would 
cost $8.16 per capita to provide Emergency Transportation Services (Basic/Advance 
Life Support) to all citizens of Palm Beach County. A comprehensive system to 
include other elements (communications and administrative elements) may cost from 
$10 to $12 per capita or over $7 Million dollars for District IX. 
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such a large amount of funding without solid public understanding and support. There 
are, currently, no organized EMS public education programs to generate needed public 
understanding and support other than episodic media releases. 


Public education has been increasing in such areas as learning the techniques of 
cardiopulmonary resuscitation (CPR). Many local groups have sponsored classes in 
order to learn CPR. Palm Beach Junior College offers a course that teaches day care 
center personnel to render primary care treatment to children in the early stages of 
illness or injury. They also offer an eight hour First Aid/CPR segment with the goal 
in mind to certify all of the estimated 2000 Palm Beach County workers. 


Other educational programs at Palm Beach Junior College include: 
1. All Allied Health students are trained in CPR. 


2. The general First Aid course required by many degree programs teaches 
Heartsaver. . 


3. Тһе Police Recruit Class (training law officers for the County) are taught the 
First Responder's course. 


4. All the Paramedic personnel are instructed in ACLS (American Heart Asso- 
ciation as part of their curriculum. 


5. Palm Beach Junior College and the local American Heart Association conduct 
ACLS training and refresher courses each year to medical personnel. They 
also train instructors for ACLS. 


District IX's transportation component has been improving. In 1976, the average 
response time (time from receipt of call to on-scene arrival) was approximately 11 1/2 
minutes. In Palm Beach County, from October, 1982 through September, 1983, there 
was a total of 40,034 calls with an average response time of seven (7) minutes. EMS 
transport vehicles (with appropriately trained personnel) should be able to respond 
within five (5) minutes in most cases. This guideline has been determined by the needs 
of a heart attack victim who must receive adequate care within five (5) minutes so 
that brain damage doesn't occur from lack of oxygen. 


GOALS, OBJECTIVES AND RECOMMENDATIONS 


Goals 


District IX's EMS System should be capable of providing each resident accessibility to 
quality emergency care. 


District IX's EMS System should aid in the reduction of the overall death rate and the 
sudden onset illness/traumatic injury death rate in this area. 


District IX's EMS System should be capable of delivering on-site medical care to 9596 
of the Area's population within a response time of five (5) minutes. 
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Objectives 


By 1993, administrative and coordination elements; i.e., county/regional programs, 
coordinators and EMS Councils, should be effective/efficient in identifying and 
resolving EMS problems regarding all fifteen components of a quality EMS System. 


By 1993, all EMS services (including central dispatch centers) should be in compliance 
with the State of Florida's EMS Communication Plan. 


By 1993, emergency care should be available to 9096 of the population within a 
response time of five (5) minutes. 


By 1993, the local physicians and hospitals of District IX should categorize all 
hospitals to determine the exact level of care each can and/or should provide and to 
determine where and when emergency patients should be transported to receive the 
most appropriate emergency and definitive care as determined by patient needs. 


By 1993, the local physicians and hospitals of District IX should develop uniform 
treatment protocols to assure quality on-site and institutional care and to determine 
more accurately when and where patients should be transported to receive a higher 
level of care than is available in District IX. 


By 1993, the hospitals within District IX should develop and implement inter-hospital 
transfer agreements with those hospitals to which they normally transport patients for 
specialty care; to assure all citizens of District IX equal access to specialty or more 
definitive care with minimum interruptions in service regardless of ability to pay. 


By 1993, local emergency services and political subdivisions should establish necessary 
mutual aid agreements to assure that these services are available to the citizens of 
District IX during times of natural and/or man-made disaster or those situations which 
involve multiple injuries or illnesses. 


By 1993, EMS public education programs should be available to all citizens of District 
IX. These programs should emphasize the importance of having a quality EMS System 
and of including the assurance that the majority of citizens (and visitors, if necessary) 
know how to: (1) Use the 911 System and obtain emergency services, (2) Utilize the 
System properly, and (3) provide first aid and CPR (a minimum level on-site care). 
Public education programs should also stress that visitors bring their medical histories 
with them, including such vital information as EKG strips. 


‘By 1993, the number of non-emergent emergency department visits should be reduced 


by 2596. (In 1972, a Health Planning Council study showed that 5296 of the patients 
admitted to emergency rooms could have received appropriate care in a less expensive 
primary care setting.) 


By 1993, all county EMS programs should develop more stabilized and consistent 
funding mechanisms in order to guarantee uniform quality emergency services on a 
24-hour, 7-day a week basis with minimum interruptions in service to all citizens of 
District IX. (These mechanisms should not preclude the use of those resources such as 
manpower, funds, equipment, etc. which are volunteered by communities throughout 
District ІХ but, instead, should provide for a well defined, effective and efficient use 
of these resources.) 
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Recommendations 


I. 


Support cooperative efforts among concerned Federal, State, regional and local 
entities to promote and provide consultation and assistance for the implementation 
of county comprehensive EMS programs. Portions of county/regional plans shall 
be adopted by the local health council and the State where it will enhance the 
implementation of EMS programs. 


RATIONALE 


It is expected that, through the promotion of strong county based EMS programs, 
the priority of EMS will be raised and county governments will gain the needed 
manpower, expertise and local support to improve their EMS Systems continually. 
Those assisting counties in improving EMS programs should strive to gain commu- 
nity acceptance and involvement, to assist in determining required administrative 
procedures, guidelines and policies, and to assist in drafting enabling ordinances 
and regulations. Coordination between these entities will result in improving the 
patient's ability to enter the EMS System quickly and to move smoothly through 
the System while receiving appropriate quality care. By adopting EMS plans 
resulting from county or subdistrict initiative, other counties or areas throughout 
District IX will be made aware of local needs. 


Support efforts to develop and implement an EMS Regio::al Program capable of 
planning, developing and coordinating a five-county EMS System. 


RATIONALE 


Both regional and county programs are needed to coordinate the independent 
five-county programs. The Regional Program would support the county programs. 
For example, critical patients must be smoothly transferred on an inter-county/re- 
gional basis so that they may receive the proper level of care. In order that 


` these inter-county/regional tramsfers are handled smoothly, a regional program is 


essential. 


Support strategies that would aid all of the hospitals in District IX to expand their 
roles in respect to developing a quality EMS System for this region. Specifically, 
hospitals should be highly supportive of developing the following elements of a 
quality EMS System: 


1. Categorization of hospitals to determine the level of care each can provide. 

2. Development of uniform treatment protocols to assure quality on-site and 
institutional care. 

3. Development of inter-hospital transfer agreements among hospitals in order to 
assure all citizens of equal access to specialty or more definitive care with 
minimum interruptions in service, regardless of ability to pay. 
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IV. 


RATIONALE 


Currently, all county EMS programs in District IX lack sufficient medical 


involvement and control to assure that all citizens within the region receive 


optimum continuity and uniform quality emergency care. It is essential that 
hospitals address the following EMS needs: 


1. Categorization of hospitals to determine the exact level of care each can 
provide and the categories of patients for whom each is most capable of 
providing quality emergency and definitive care. Certain hospitals should also 
be designated as Level III trauma centers.* 

2. The development of uniform treatment protocols to assure quality on-site and 
institutional care and to determine when and where patients should be 
transferred to receive a higher level of care. 

3. The development of inter-hospital transfer agreements which guarantee 
patients' access to specialty care, regardless of ability to pay. Transfers to 
specialty care centers must be assured with a minimum of interruptions and 
delays; i.e., quick transfers of patients with serious spinal injuries to a center 
which specializes in those injuries can mean the difference between full 
recovery or total diability for the remainder of a life span. 


Study county-based EMS delivery systems and recommend how systems costs can 
be reduced. The following studies should be given high priority: 


A. The feasibility of a one-tier system for Palm Beach County, 
B. The sharing of communications among like services, and 


C. The sharing of facilities among like services. 


RATIONALE 


During this era of rising health care costs and limited health care resources, cost 
containment in both the public and private sectors must be given a high priority. 
With respect to EMS, the above cost containment strategies could markedly 
reduce EMS system costs. Okeechobee County, in conjunction with the Health 
Planning Council, recently implemented the sharing of County Fire and EMS 
communications and facilities for an ongoing annual savings of $50,000 - $70,000 
for the Okeechobee County budget. Further cost containment studies by the local 
Council would be a catalyst for other county EMS programs to achieve similar 
cost savings. 


*There are three levels of trauma centers as defined by the American College of 


Surgeons in the standards entitled "Hospital Resources for Optimal Care of the Injured 
Patient" and adopted into Florida Statutes. Level I is the highest level available and 
is awarded to teaching hospitals, only. Level II requires most of the same services 
available as Level I but allows for services to be promptly available and not 
necessarily on the hospital campus. Level III requires services above the level of an 
excellent emergency room. 
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SUBREGIONAL/COUNTY OPERATIONAL PLANS 


PALM BEACH COUNTY TRAUMA SYSTEM 


The following is part of a master plan for a Trauma System in Palm Beach County. 
This Plan was developed by the Palm Beach County Trauma Task Force along with the 
EMS Council. It was endorsed by District IX Health Council, Inc. on March 26, 1987 
and adopted by the Palm Beach County Board of Commissioners on May 7, 1987. 


"INTRODUCTION 


"The Palm Beach County Trauma System is a locally planned and managed system of 
expanded and improved emergency medical services. The system coordinates and 
integrates the existing emergency services of communications and transportation, and 
adds two trauma center hospitals, trauma qualified surgeons, physicians and nurses, 
trauma education and prevention programs, adquate financing and funding, and a 
systems management agency into a locally managed trauma system. The performance 
and operations of the trauma centers and physicians will be under the ongoing review 
of a system-wide quality assurance program. An around-the-clock helicopter service 
will be available to fly major trauma victims to the trauma centers. A new field 
triage and major trauma victim identification system will be used by the prehospital 
service providers. Persons who are classified as major trauma victims will be taken 
directly to the trauma centers, bypassing the nearest hospitals that are not equipped 
and staffed at the same level as the trauma centers. 


"The Board of County Commissioners will initially contract with, and thereby identify, 
two hospitals to be the Palm Beach County Trauma Centers. The two hospitals that 
best meet and/or exceed the trauma center manpower and facility requirements, 
standards and criteria approved by the Board of County Commissioners will be selected 
as the trauma center contractual providers. These two trauma centers will be the 
only hospitals reimbursed for care provided to governmentally responsible major 
trauma victims. The trauma centers will have trauma surgeons, anesthesiology 
support, trauma nurses, operating room availability and appropriate support staff 
in-house, 24 hours a day, seven days a week. 


"The addition of helicopter emergency transportation services will increase the trauma 
system's service area beyond the Palm Beach County lines and make available major 
trauma services to our adjoining counties. The system will be managed by an agency 
whose sole purpose is to assure that optimal level trauma medical services are 
continuously and consistently provided by the trauma system service providers. This 
agency will also conduct and coordinate a comprehensive trauma injury prevention and 
risk reduction program to reduce the potential for major traumatic injury." 
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MAJOR TRAUMA SYSTEM COMPONENTS 


The proposed trauma system is composed of three major components including eight 
sections whose integrated functioning make up the Palm Beach County Trauma System. 
This section of the master plan identifies and defines each component, lists its overall 
goals, the current status of the component, and what is required to initiate, continue 
or expand the component. The major trauma system components are the following: 


I. 


II. 


II. 


Trauma System Management Component 

A. Trauma System Management Agency 
B. Trauma System Financing and Funding 
Trauma System Hospitals and Manpower Component 
A. Trauma System Medical Centers 

B. Trauma System Medical Manpower 
Trauma System Prehospital Component 

A. Trauma System Transportation 

B. Emergency Communications 

C. Trauma System Education and Training 
D 


Trauma Injury and Risk Reduction Program 
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PALM BEACH COUNTY TRAUMA SYSTEM DESCRIPTION 


A trauma system can best be described as a subsystem of a comprehen: tà 

Medical Service System (EMSS). Palm Beach County currently has 

functioning EMS System that features excellent emergency comm 

fire/rescue service. The upgrading of the EMSS program to trauma system status wiu 
add additional services and improve, modify and upgrade the activities and protocols of 
prehospital emergency medicine providers. The system will improve the delivery of 
county-wide and regional emergency medical services and expand the capability of the 
local hospitals to treat severely injured residents and visitors to Palm Beach county. 
The new and improved services and functions the trauma system will add are the 


following: 


the establishment of a trauma management agency and systems advisory 
committee (TSAC) to assure the performance of management and coordination 
functions for the trauma system; including but not limited to, contract 
compliance enforcement, data collection and analysis, quality assurance/medi- 
cal audit, and system monitoring. 


the establishment of a comprehensive trauma risk reduction and public 
information program for trauma provision 


the expanded and coordinated availability of aeromedical helicopter transpor- 
tation services for Palm Beach and adjoining counties. 


the identification of qualified hospitals as Palm Beach County Trauma 
Centers. 


the provision of adequate financial resources to assure trauma system 
operation. 


the expanded availability of surgical specialties for the identified trauma 
centers. | 


-21- 


OVERALL TRAUMA SYSTEM GOALS 


The overall goals of the trauma system assure the development and implementation of 
a new and higher level of emergency medical care that will be available for the 
residents and visitors of Palm Beach and adjoining counties. The overall trauma 
system goals are the following: 


TO DEVELOP A COMPREHENSIVE TRAUMA SYSTEM THAT IS BOTH 
COUNTY-WIDE AND REGIONAL IN FOCUS 


TO DEVELOP A TRAUMA SYSTEM THAT WILL ATTRACT LOCAL AND 
NATIONAL TRAUMA QUALIFIED PHYSICIANS AND SURGEONS TO BE 
A PART OF THE PROGRAM 


TO DEVELOP A TRAUMA PROGRAM THAT WILL ENCOURAGE THE 
LOCAL HOSPITALS TO PARTICIPATE AS TRAUMA CENTERS 


TO DEVELOP A SYSTEM WHOSE CONTINUED AND LONG-TERM EXIS- 
TENCE WILL BE ASSURED 


TO DEVELOP A TRAUMA SYSTEM THAT NOT ONLY ACCURATELY 
TREATS THE MAJOR TRAUMA VICTIM BUT WHICH ACTIVELY STRIVES TO 
REDUCE THE INCIDENCE OF TRAUMA INJURIES 
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TRAUMA SYSTEM MANAGEMENT COMPONENT 


The management of the Palm Beach County Trauma System will be a new and added 
activity to the existing emergency medical system currently in existence in the 
county. Included in the management of the trauma system are the financing and 
funding activities required for the initiation and operation of the system. 


TRAUMA SYSTEM MANAGEMENT AGENCY 


The optimal provision of trauma medical services requires an effectively functioning 
trauma system that is managed by a local governmental agency whose sole responsibi- 
lity is to assure the continued operation of the trauma system. The Palm Beach 
County Trauma System will deliver coordinated trauma medical services composed of 
emergency communications, emergency medical transportation, identified trauma faci- 
lities, medical and surgical services, public awareness programs, and quality assurance 
and data collection programs. The trauma management agency will assure trauma 
system establishment and continued operation, as well as the appropriate delivery of 
trauma medical services. 


MANAGEMENT AGENCY GOAL 


To assure the initiation and continu- 
ed optimal provision of trauma med- 
ical services to the residents, neigh- 
bors and visitors of Palm Beach 
County by effectively managing, 
monitoring, and evaluating the opera- 


tion of the trauma system. 
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I. MANAGEMENT AGENCY STRUCTURE: 


The Palm Beach County Trauma System will be managed by a newly established 
agency within the Division of Emergency Medical Services of the Department of Public 
Safety of Palm Beach County government. This agency will assure the continued 
operation of the trauma system and the maintenance of system standards. Тһе 
Division of Emergency Medical Services operates independently of and is not finan- 
cially accountable to the emergency medical providers. The Division currently 
performs activities and functions that are related to the operation of the proposed 
trauma system. The Division participates in the management of the emergency 
medical communications and 911 system, licenses and reviews the emergency transpor- 
tation providers, and provides a traffic safety and accident prevention service within 
Palm Beach County. The inclusion of the trauma system management responsibility to 
this division would not be duplicative of existing functions performed by other Palm 
Beach County governmental agencies. 


The trauma management agency will be staffed by a trauma systems manager and 
he/she will supervise the contract compliance, systems review, trauma registry and 
financial review staff. The trauma systems manager will provide staff support to the 
Trauma System Advisory Committee (TSAC). The TSAC Committee will be created to 
provide community input, systems review and analysis, and systems provider adminis- 
trative involvement. 


П. AGENCY ACTIVITIES AND RESPONSIBILITIES 


The Trauma Systems Management Agency will be empowered to perform the following 
activities: 


l. Coordination and facilitation of the quay assurance and medical review 
meetings evaluations and findings. 


2. Design, implementation and management of the trauma registry and trauma 
data collection and analysis programs. 


3. Medical direction to coordinate the development and implementation of the 
standards, policies and procedures for the field triage of major and nonmajor 
trauma victims and the development of associated transport protocols for 
trauma victims. 


4. The design and implementation of comprehensive trauma system reviews to 
determine the effectiveness and efficiency of the trauma system and its 
providers. 


9. Negotiating and administering agreements with out-of-county referral facili- 
ties for indigent Palm Beach County residents who are major trauma victims 
and whose medical condition can only be treated effectively in the specialty 
out-of-county facility. 
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Public information about the trauma system and how to adequately utilize the 
system and instructional programs dealing with trauma prevention and risk 
reduction. 


Coordination of the indigent major trauma patient financial assistance pro- 
gram. 


The management agency will develop Requests for Proposals, provider con- 


tracts and facilitate contractual relationships between the Board of County 
Commissioners and the trauma system service providers. 
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IL. EXISTING MEDICAL SERVICES FINANCING PROGRAM 


There currently exists a health care financing program for the payment for medical 
services provided to indigent and nonindigent major trauma victims in Palm Beach 
County. Health care services, emergency communications, emergency medical ground 
transportation and public information services are currently being paid for by a 
combination of private insurance companies and governmental agencies. For major 
trauma victims who have health insurance or other forms of third party coverage the 
payment for medical services rendered for trauma injuries and illnesses is the same as 
for any health care occasion for service. The costs associated with medical services, 
hospital and physicians expenses, are being paid to emergency medical facilities, 
physicians, and emergency transportation providers. 


Palm Beach County government through its Department of Community Services has 
developed a highly innovative and unique program for the funding of transporation, 
hospital and physician services for indigent county residents whose condition, a 
traumatic injury or other illness, requires medical services. Utilizing a contracting 
methodology Palm Beach County pays individual hospitals, doctors and ambulance 
agencies for medical services provided to qualifying Palm Beach County residents. In 
addition to County government, the three independent hospital taxing districts, serving 
approximately forty percent of the county's population, are reimbursing the hospitals 


owned by the taxing districts for trauma related expenses for indigent taxing district 
residents. 
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I. TRAUMA SYSTEM FINANCIAL REQUIREMENTS 


The establishment and operation of a trauma system involves the hiring and training of 
additional personnel, equipment and, in some instances, the improvement of facilities. 
The hiring of additional personnel and the improvement of facilities requires the 
expenditure of new and additional dollars. These additional expenses are the following: 


a. 


d. 


e. 


Facility improvement expenses for upgrading hospitals to trauma center 
status. 


The costs of increasing the numbers of trauma specialized surgeons, medical 
physicians, nurses and other trauma specialized health professionals to staff 
the trauma teams. 

Equipment improvement expenses required for trauma programs. 


Helicopter service initiation and operational expenses. 


The cost of the Trauma Management Agency. 


The existing medical services financing program in Palm Beach County can be adapted 
to provide comprehensive county-wide trauma services. 
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Ш. TRAUMA SYSTEM'S FINANCIAL PROGRAM 


The financial program for the county-wide trauma system identifies which agency or 
organization has financial responsibility for providing the added improvements to the 
existing emergency medical system. Listed below are the organizations that are 
financially responsible for the projected added expenses and mechanisms of payments. 


A. Financial Responsibility: 


1. 


System Providers: 


("System providers" are defined as the trauma center hospital, air transporta- 
tion companies or agencies, or other organizations providing contractual or 
direct services to the trauma system.) 


a. 


Capital Improvement Expenses - the system providers are responsible for 
all capital improvement expenses including facility upgrading and im- 


‘provements and equipment purchases, such as CT scanners. 


b. Manpower Expenses - The designated trauma centers апа prehospital 
providers will be responsible for the expenses associated with increasing 
the number of trauma qualified medical/surgical specialists and other 
qualified health care professionals. 

Government: 


("Government" is defined as county, state or federal governmental bodies or 
agencies and not just Palm Beach County.) 


a. 


Indigent and Other Inadequately Covered Health Care Expenses - 


The appropriate governmental agencies will be responsible for the reason- 
able payment for all trauma related expenses incurred by indigent and 
other major trauma victims whose health care expenses exhaust their 
financial resources. The trauma related expenses include emergency 
transporation, hospital expenses, physician expenses, rehabilitation expen- 
ses and related medical expenses. The appropriate governmental agency 
shall pay or reimburse only those hospitals or providers that have been 
identified as trauma centers or trauma system providers. 


Trauma Management Agency - The appropriate government agency will 
be responsible for the expense of the agency responsible for trauma 
system management. 


Emergency Medical Communication Improvement Expense - The expenses 


associated with any required communication system upgrading will be 
governmentally assumed. 
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Public Information and Trauma Prevention Programs - The development 
and implementation of trauma related public information and trauma 
prevention programs will be a governmental responsibility. 


Quality Assurance and Systems Review - The expenses associated with 
assuring the medical and health care quality of the trauma system and 
the operational effectiveness of the system will be a governmental 
responsibility 


B. Projected Revenue Sources: 


1. 


Trauma System Providers: 

The revenue sources for the system providers can be divided into their 
traditional sources such as third party insurance and prepayment pro- 
grams and governmental health care payment programs for the payment 
for services rendered and their traditional capital markets and the 
additional governmental funding resulting from increased levels of indi- 
gent trauma services. 

Governmental Funding: 


The new sources for additional trauma related governmental funding are 
the following: 


State of Florida trauma system funding (Proposed) 
County-wide Health Care Taxing District (Proposed) 
. Existing Hospital Taxing Districts 


. Palm Beach County ad valorem tax revenue 
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AMBULATORY SURGICAL SERVICES 


INTRODUCTION 


Historical Perspective of Ambulatory Surgical Services 


Elective surgery is a type of surgery which can be scheduled in advance. Most types 
of elective surgery can be performed on either an inpatient or an outpatient basis, 
depending upon the patient's other medical conditions. Typically, those patients with 
systemic problems such as diabetes, heart conditions, high blood pressure, etc., are not 
candidates for outpatient surgery. Outpatient surgery is also called Ambulatory 
(walking) Surgery since a patient is routinely admitted and discharged from the 
surgical facility on the same day. 


Ambulatory Surgery is not a new phenomenon. This type of surgery dates back to the 
early 1800s when many pediatric surgical operations were performed on an outpatient 
basis. Many physicians have been performing outpatient surgery in their offices for 
years. However, physician and public acceptance of Ambulatory Surgery did not occur 
until the late 1960s. Today, Ambulatory Surgery has gained widespread acceptance 
throughout the United States. Today, outpatient surgery represents approximately 37% 
of all surgery in Palm Beach County and may grow to beyond 40% by 1990. 


Much of the growth and acceptance of outpatient surgery can be attributed to four 
factors: 


1. Reimbursement for outpatient surgery becoming available from private insur- 
ance companies; 

2. The rising cost of conventional surgical services; e.g., surgery on an inpatient 
basis; 

3. Changes in Federal Government reimbursement policies for Medicare; e.g., 
Diagnosis Related Groups (DRGs); and 

4. Advances in surgical and anesthetic techniques; e. g., the use of lazers and 
the development of short-acting anesthesia. 


There are also several factors which may prevent outpatatient surgery from increasing 
to the extent that some have predicted: 


The increased work being performed within HMOs might lead to work that 
would be performed on an outpatient basis being completed within an HMO 
office. 


Technological advances which allow for medical intervention for problems 
that previously could be treated by surgery; i.e., lithotripters, pharmaceuti- 
cals. 


The increased pressure for second opinions on all surgery could lead to the 
reduction in unnecessary elective outpatient surgery. 
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Ambulatory Surgical Procedures 


Ambulatory Surgery can be further defined by a brief explanation of the various types 
of operations* performed on an outpatient basis. A description of what a typical 
outpatient may experience will also help to clarify what ambulatory surgery entails. 


Experts in the health care field have said that more than 300 operations, representing 
over 40% of all surgeries can be performed on an outpatient basis. Surgical operations 
that do not involve extensive blood loss, major blood vessels or prolonged invasion of 
body cavities are the most appropriate for an ambulatory surgery setting. Some of the 
most common operations performed on an outpatient basis are tonsillectomy, breast 


biopsy, dilation and curettage. (D&C), removal of skin lesions, and reduction of 
fractures. 


Outpatient surgery has been typically directed toward the younger and presumably 
"less risky" patient. After a patient has been evaluated, he/she may be scheduled for 
surgery. Prior to the day of surgery, the patient undergoes a "pre-op" screening. 
Preoperative screening may involve a chest xray, EKG, and blood or urine tests, 
depending upon the nature of the operation. On the day of surgery, the patient is 
admitted to the surgical ward, the operation is performed and then the patient is 
transfered to a post-operative area. The patient is allowed to recover from surgery 
and, if there are no complications, the patient is released. 


Ambulatory Surgery Settings 


Today, Ambulatory Surgery may occur in a variety of settings. These settings include 
hospital affiliated ambulatory surgery centers, independent freestanding ambulatory 
surgery centers, and office based surgical centers. A detailed description of these 


three types of facilities may be found in the Health Systems Section of this Plan under 
the subtitle of "Services/Settings". 


In addition to centers dedicated to ambulatory surgery, a significant amount of 


outpatient surgery is performed in hospitals utilizing the same facilities as are used 
for inpatients. 


Growth of Ambulatory Surgery Centers 


The growth of all types of ambulatory surgery centers in recent years has been 
phenomenal. Since the opening of the Phoenix (Arizona) Surgicenter in 1970, there has 
been a nationwide interest among physicians, multiunit corporations, and hospitals in 
the development of ambulatory surgery centers. These facilities provide a modality of 
care that falls somewhere between a physician's office and a hospital. The number of 
ambulatory surgery centers in the nation has doubled since 1983. At that time, there 
were an estimated 239 existing facilities. In 1985, there were almost 530 ambulatory 
surgery centers. Of this total, 68.6% are physician owned, 24.4% are owned by 
multiunit corporations, and 7% are hospital affiliated. 


*The words, "operation and procedure" are used interchangeably throughout the 
literature to refer to surgery performed on an outpatient basis. 
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Figure ls CROWTH ESTIMATES FOR AMBULATORY RCICA ENT 
THE UNITED STATES ааа ы 


Growth of Ambulatory Surgery Centers іп District ІХ 


The growth of Ambulatory Surgical Centers in District IX is comparable to the 
growth that has occurred throughout the nation. One method to measure the 
growth of these centers in District IX is to evaluate the number of Certificate of 
Need (CON) Letters of Intent (LOI) submitted to the Health Council in the last 
five years. A Certificate of Need Letter of Intent is, basically, a written letter 
submitted by a potential CON applicant which states the applicant's desire to 
construct an ambulatory surgical center and it includes minimal information about 
the proposed facility. 


In 1981, one such LOI was submitted to the Council. These letters totalled five in 
1982 and three years ago in 1983, almost twenty LOIs were received at the 
District IX Health Council office. The number of ambulatory surgical LOIs peaked 
in 1984, totalling twenty-four. In 1985 and 1986, the numbers of LOIs dropped 
radically to four for each year. 


Since 1980, ten ambulatory surgery centers have been built in District IX. These 
centers contain a total of 27 operating rooms. (A list of these facilities can be 
found on page 7.) 


HEALTH STATUS FACTORS 


The general health status of District IX is sufficiently addressed in the Profile 
Section of the current Health Plan so that no further comment need be made here. 
Specific information regarding the effect of the District's health status on the 
need for ambulatory surgery services will be addressed below. 
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One way to measure the prevalence of any disease is to calculate the morbidity rate 
that is associated with that disease. District IX morbidity rates for cancer are 
comparable to Florida's and the Nation's in that this disease kills more people than 
almost any other. 


Patients who have cancer often must undergo diagnostic studies to determine the 
extent of the disease. Often these studies include endoscopic procedures. These 
endoscopic procedures can be safely performed in an outpatient setting. According to 
information received from a few of the Ambulatory Surgery Centers in District IX, 
endoscopic diagnostic procedures make up the largest portion of the procedures 
performed. However, routine diagnostic endoscopies not combined with surgery or 
general anesthesia may be done safely in a less costly setting such as a physician's 
office. 


Other health problems that can be treated on an ambulatory basis are those that 
involve diseases of the eye. Ophthalmalogical surgical operations such as cataract 
surgery with lens implants -and ocular plastic surgery can also be performed on an 
outpatient basis. This type of surgery is most common among the 65 and older age 
group. Therefore, the number of people in District IX in this age group would give a 
good indication of the amount of ophthalmalogical surgical services that could be done 
on an Ambulatory Surgery basis. In District IX, the size of the 65 and older age group 
has been increasing steadily. In 1970, this age group comprised approximately 1796 of 
the total District population. By 1980, the number had increased to 22.2%. As of 
July 1, 1986, the people in this age group numbered 255,156. This figure, when 
compared to the total population in District IX, comprises 2496 of the population. The 
increase in the percentage of people in this age group gives a good indication of the 
number of people who may require ophthalmalogical surgery on an outpatient basis. 


HEALTH SYSTEMS FACTORS 


- Services/Settings 


As mentioned in the introduction, Ambulatory Surgery occurs in three main settings: 
Hospital Affiliated, Independent Freestanding, and Office Based Surgical Suites. А 
detailed narrative and table (Table I) describing these settings will enable the reader 
to recognize the differences in these three types of ambulatory surgery facilities. 


In Hospital Affiliated Ambulatory Surgical centers, outpatient surgical services are 
most often integrated with existing inpatient surgical services. However, outpatient 
surgical services may be performed in a physically separated outpatient department 
within the hospital or on the hospital grounds. If this department is located on 
hospital grounds, it may also be referred to as a Freestanding Ambulatory Surgical 
center. Another type of Hospital Affiliated Ambulatory Surgical Center may exist in 
which outpatient surgical services are performed in a satellite facility located on 
hospital grounds or on a site located some distance from the hospital. This satellite 
outpatient facility is a separate, identifiable entity. It is administratively, financially, 
and physically separate from other departments and services of the hospital. This type 
of facility is also referred to as a freestanding ambulatory surgical center. 
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Independent freestanding ambulatory surgical centers provide ambulatory surgical 
services in facilities owned by multi-unit coprorations or by physician investors. 


The last setting left to describe is the office based surgical suite. In these office 
based surgery centers, outpatient surgical services are provided by physicians in their 
offices. This type of facility is common among plastic surgeons, orthopedic surgeons, 
oral surgeons, ophthalmologists and gynecologists. 


There are benefits associated with each type of ambulatory surgery center setting. 
Those centers affiliated with a hospital have the extra, added benefit of hospital 
emergency room backup in close proximity in case an emergency should occur that the 
surgery center staff is unable to handle. This is not to say that other types of 
ambulatory surgery centers do not have sufficient emergency backup. These two types 
of centers are encouraged by Federal and State regulatory agencies to have formal 
transfer agreements with a nearby hospital. The transfer agreement allows emergency 
care to be available in case a problem occurs. Independent free standing centers and 
office based ambulatory surgery suites are usually not situated on hospital grounds but 
should be located within 15 - 30 minutes from a fully equipped hospital emergency 
room. 


All else being equal, (case load, number of staff, etc.), one benefit associated with the 
independent freestanding center is the decreased "waiting time" a patient experiences 
if he chooses to have his surgery done in one of these types of centers. The reason 
for this decrease in waiting time is that most of these facilities are equipped and 
staffed to handle specific types of surgical procedures. Therefore, it may take less 
time to perform a certain procedure; thus, decreasing the waiting time a patient would 
experience when that surgery is scheduled. The surgery centers that perform the same 
type of surgery over and over again are able to perform more surgery of the same 
type each day than a hospital affiliated type. Usually, the hospital affiliated type of 
center where outpatient services are integrated with inpatient services, perform a 
large variety of procedures and may not be able to schedule some elective procedures 
as quickly as another type of hospital affiliated center or an independent freestanding 
facility. 


A benefit of the office based surgical suite is the less stressful environment associated 
with this facility. Usually, these types of centers do not produce as much patient 
anxiety regarding surgery as the other ambulatory surgical settings. The patient may 
have visited the physician's office numerous times prior to the surgery and may feel 
less stress associated with having surgery performed in this type of setting. 


In District IX, hospital affiliated, independent freestanding and office based ambula- 
tory surgical centers exist. Each hospital in the District provides outpatient surgery in 
one of the hospital affiliated settings discussed previously. Most of the hospital 
affiliated centers in District IX provide outpatient surgical services integrated with 
inpatient surgical services, with just a few hospitals having dedicated outpatient 
operating rooms within the hospital or a free standing facility. At this time, no data 
is collected by the Council on the number of office based surgical suites in District 
IX, although many specialized physicians do provide outpatient surgery in their offices 
throughout the five county region. 


TABLE I 
EXISTING LICENSED AND NON-LICENSED AMBULATORY SURGERY CENTERS AND 
THEIR ASSOCIATED SETTINGS - 1986 


| Non- -Licensed - Existing*** - 
Settings 


Fo CN 
BOT (JFK) |Surg. Care 
I. HOSPITAL AFFILIATED 
a. Integrated with existing IP TEM 
Surgical Services X 
IP Surgical Services u 


c. Satellite Facilit 


II. Independent Free Standing Ambula- 
tory Surgical Center 
a. Multi-Unit Corporation 


b. Private Investors - dup ME 
or other 


Ш. Office Based Surgical Suite hom EN NN COL NE AT NUN TIME MN ed THIS TYPE---- 
OF FACILITY 


*Humana Palm Beaches has two dedicated outpatient Operating Rooms 
**This facility will be licensed under the general hospital license instead of having a separate license like most FSASCs. 
***Coastal Surg. Care is affiliated with Martin Memorial Hospital; Treasure Coast is affiliated with Port St. Lucie Hospital. 


| 


OWuns/gWV 
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Facilities/Equipment 


Current Capacity/Utilization: As of January, 1987, there are nine existing ambulatory 
surgery centers in District IX. 


Physical Status: 


Freestanding Ambulatory Surgery Centers 


No. of Counties 
Facility Type ORs Served 
AMI Single Day Surgery Ctr. IFSASC 4 Palm Beach 
1001 N.W. Thirteenth Street Broward 
Boca Raton, Florida 33432 
Coastal Surgical Care ; HAASC 3 Martin 
S.E. Hospital Avenue St. Lucie 
Stuart, Florida 33495 
Palms-Wellington Ambulatory IFSASC 2 . Palm Beach 

Surgery Center 
460 State Road 7 (Hy. 441) 
West Palm Beach, Florida 33411 
Plastic Surgery Center IFSASC* 1 Indian River 
777 Thirty-Seventh Street - #C101 
Vero Beach, Florida 32960 
Surgicare HAASC 4 Palm Beach 
180 JFK Circle 
Atlantis, Florida 33462 
Surgicenter of the Palm Beaches IFSASC 4 Palm Beach 
2808 Australian Avenue 
West Palm Beach, Florida 33407 
HCA Health Services Center of HAASC 3 St. Lucie 
Port St. Lucie 

1800 S.E. Tiffany Avenue 
Port St. Lucie, Florida 33452 
Visual Health and Surgical Services IFSASC 2 Palm Beach 
2889 Tenth Avenue North 
Lake Worth, Florida 33461 
Indian River Ambulatory Surgical IFSASC 3 Indian River 


Services, Inc.** 
1000 Thirty-Sixth Street 
Vero Beach, Florida 32960 


*Office Based ' 


**This is a newly approved facility. A fourth OR has been approved to open after 
three years of operation. 


A Certificate of Need has been approved for Florida Eye Institute Surgicenter, 
Inc. to be located in Vero Beach serving Indian River County. It will open with 
one operating room, with a second OR to open in January, 1988. 
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Of the total number of existing ambulatory surgery centers in District IX, three are 
specialty centers, meaning that they provide surgical services for a particular body 
system. Visual Health and Surgical Services, Inc. specializes in ophthalmalogic sugery 
as does Florida Eye Institute Surgicenter, Inc. The Plastic Surgery Center specializes 
in Otolaryngologic and related plastic reconstructive surgery. 


The location of each approved (CON) ambulatory surgery center is shown in Figure 2. 


Presently, in District IX, data on all types of ambulatory surgical settings are not 
collected by the Council. Many of the existing ASCs have opened during different 
months within the last two years. This makes uniform data collection difficult. In 
addition, the proposed rule set forth by the State which will determine minimal 
utilization in these facilities is presently in litigation. 


Information indicating the utilization of ambulatory surgery services in District IX may 


be extrapolated from the hospital utilization data on file at the District IX Health 
Council office. . 


Inpatient and outpatient surgery data from 1985 (January through December) and 1986 


(January through December) were collected in terms of surgical operations performed 
at District IX hospitals. 


TABLE II 
SURGICAL OPERATIONS PERFORMED IN DISTRICT IX HOSPITALS 


OP 
Surgery 
as a 96 
of Total 
Inpatient | Outpatient | Surgery 


52,445 24,153 
51,532 30,940 


ime Period 
1985 


By evaluating outpatient surgery as a percentage of total surgery, one may observe 
that outpatient surgery is on an upward trend in the District IX area hospitals. 


It is strongly recommended that data describing outpatient surgery being performed in 
other types of settings be collected by District IX Health Council, Inc. These 
utilization data would enable the Council to make a more accurate assessment of the 
future need for ambulatory surgery services within District IX. 
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Figure 2: AMBULATORY SURGICAL CENTERS 
IN DISTRICT IX - 1987 
(Not including hospital affiliated centers where 
outpatient services are integrated with inpatient хех 
services.) 
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Service Areas: 


The proposed State rule which will govern ambulatory surgery centers, if promulgated, 
designates the service areas to be the same as the Acute Care Subdistricts presently 
being used in District IX. Therefore, the service areas for ambulatory surgery centers 
will be the same as those used for Acute Care. 


The ambulatory surgery service areas being proposed by the Department of HRS are: 


Indian River County 

Martin and St. Lucie Counties 

Okeechobee County 

Northern Palm Beach County (includes the Glades Area) 
Southern Palm Beach County 


КІРІ 


Due to the elective nature of ambulatory surgery, travel time to an ambulatory 
surgery center is not crucial and, therefore, it is felt that the District would best be 
served if treated as just one service area instead of five. However, special 
consideration should be given to the Glades Area and to Okeechobee County. 


System Characteristics 
Acceptability 


The acceptability of ambulatory surgical services is a measurement of consumers' 
satisfaction with the services they receive. At the present time, no consumer survey 
has been used to evaluate this satisfaction level. 


Another method of obtaining an idea about consumer attitudes toward ambulatoy 


surgery would be simply to look at the growth that has occurred in ambulatory surgery 
in District IX over the last few years. 


Physician acceptance is also an issue with regard to ambulatory surgery utilization, 
since it is physician referral patterns that, to a large extent, determine where a 
patient will go for surgery. There are several reasons why physicians may limit their 
use of freestanding ambulatory surgery centers located away from a hospital. 


1. Physicians desire admitting privileges at the nearest hospital in the event that 
complications occur. 


2. Physicians are reluctant to spend time traveling back and forth between an 
ambulatory surgery center and the hospital at which they practice. 

3. Physicians may feel more secure performing outpatient surgery at a hospital 
where backup equipment and personnel are available, if needed. 


Accessibility 


Accessibility refers to factors that may be barriers or facilitators to obtaining 
ambulatory surgical services. 
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Many ambulatory surgical centers in District IX promote the use of their services by 
medically insured individuals. Medicare and private carriers reimburse providers for 
10096 of the reasonable charges associated with surgery performed on an ambulatory 
basis. 


The medically indigent population does not have as much access to independent 
freestanding ambulatory surgery centers as they do to hospital affiliated ambulatory 
Surgery centers. Little provision is made to facilitate the use of these services in 
independent freestanding facilities by this segment of the population. Physician 
referral patterns may influence the ability of the independent freestanding centers to 
provide more access to the medically indigent. Certificate of Need approval for 
subsequent facilities should be granted to those centers which demonstrate a willing- 
ness to serve all individuals, regardless of their ability to pay. 


Availability 


The availability of ambulatory- surgical services was addressed in the Current Capa- 
city/Utilization Section of this Component. At the present time, there is more than 
an adequate supply of ambulatory surgery facilities in District IX. 


Continuity 


Continuity refers to the degree of coordination present in the delivery of ambulatory 
surgical services to each consumer; in other words, the smoothness and quickness with 
which services are delivered. The idea of continuity is important for ambulatory 
surgical patients, especially when transfer to a hospital emergency room occurs. 
Adequate medical records should be maintained for each ambulatory patient. These 
records must also be available to all providers from whom services are received. 


Cost 


Reliable information on the cost of ambulatory surgery in the various settings in which 
ambulatory surgery is performed is difficult to obtain at this time. Given the same 
volume of cases, regardless of the setting, outpatient surgery is less expensive for the 
same type of surgery than inpatient surgery. The primary reason for the decrease in 
charges is the difference in the overhead costs. The case mix of the hospital inpatient 
surgical department includes more serious surgical cases. More space, labor, and 
special equipment is often needed to support this type of case mix. Therefore, the 
overhead costs associated with hospital inpatient surgery are higher than the overhead 
costs in an ambulatory surgery center. 


At the present time, there seems to be an adequate supply of ambulatory surgical 
capacity in District IX. То ensure that costs to the community are kept within 
reasonable limits, no new facilities should be approved until those underutilized 
facilities which are already established and relatively new, reach full capacity. 
Duplication of existing and underutilized capacity will lead to increased costs, 
regardless of the setting. Consumers should be encouraged to seek out the least costly 
setting for their outpatient sugery and non-surgical procedures as long as the quality 
of care is not jeopardized. 


-11- 


AMB/SURG 


Quality 


Quality of care refers to the degree to which ambulatory surgery services are in 
accordance with established standards. 


One quality of care standard mentioned in the literature deals specifically with the 
ambulatory surgery facility's location in relation to a hospital. Another standard 
mentioned, addresses the establishment of formal transfer agreements with area 
hospitals. 


All ambulatory surgery facilities should be located within 15 - 30 minutes from a full 
service hospital and should have formal transfer agreements with one or more full 
service hospital(s). 


Both the close proximity of an ambulatory surgery facility to a hospital and the formal 
transfer agreement the ambulatory facility has with a hospital facilitate the quality of 
care in ambulatory surgery centers. 


DISCUSSION OF MAJOR ISSUES 


Major issues regarding ambulatory surgical services have been discussed throughout this 
plan component. Legislative rules affecting ambulatory surgical services will be 
addressed below. 


A proposed rule (Appendix I) promulgated by the Department of Health and Rehabili- . 
tative Services contains methodology for estimating future need for ambulatory 
surgical services throughout Florida. This rule has been repeatedly challenged by 
hospitals and independent freestanding ambulatory surgery centers. These challenges 
have resulted in administrative hearings being held beginning in October, 1986. To 
date no final action has been announced. 


The text of the proposed rule may be found in Appendix I along with three need 
methodology formulae calculated for the District IX Service Area. 


Another piece of legislation affecting ambulatory surgical services has surfaced in the 
form of Rule No. 10-5.005. This proposed rule basically provides for the exemption of 
physician offices and group practices from the Certificate of Need process. To be 
eligible for exemption, fifty percent of the physician's patients must be non-surgical in 
nature. Thus, under this rule, a physician who wishes to provide elective surgery will 
be able to do so without going through the Certificate of Need process. 
The text of this proposed rule is located in Appendix II. 


GOALS, OBJECTIVES, AND RECOMMENDATIONS 


Goals and Objectives 


Goal I: А comprehensive system of ambulatory surgical services should exist which is 
capable of effectively and efficiently providing services to 95% of the 
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District population. 


Goal 2: This system should be developed by utilizing a mix of hospital based, 


independent freestanding and office based outpatient surgical facilities. This 
system should be supportive of utilizing facilities at full capacity and also of 
promoting competition through the introduction of new freestanding facilities. 


Objective 1: By 1992, reduce costs of surgery to health care consumers in District IX 


by assuring that these residents receive necessary surgery in the most 
appropriate and least costly setting. 


Objective 2: By 1992, increase accessibility of non-hospital based ambulatory surgery 


` centers to the medically indigent population in District IX. 


Objective 3: By 1992, increase acceptability of ambulatory surgery by education, 


making the public aware of alternative settings for surgery and their 
associated benefits. 


Objective 4: By 1992, increase the continuity of the delivery of ambulatory surgical 


services within District IX. 


Objective 5: By 1992, assure that appropriate quality of care standards are met by all 


ambulatory surgery centers in District IX. 


Objective 6: By 1992, the utilization of existing ambulatory surgery centers should be 


increased to an acceptable level prior to increasing the availability of 
freestanding ambulatory surgery centers in District IX. 


Recommendations (Listed by Priority Ranking) 


I. 


District IX, comprised of Indian River, Martin, St. Lucie, Okeechobee, and Palm 
Beach Counties, should be considered as a single subdistrict. However, the Glades 
area and Okeechobee should not be placed in competition with the coastal 
communities. 


RATIONALE 


Due to the elective nature of ambulatory surgery, travel time to a surgery is not 
crucial. 


Priority shall be given to ambulatory surgical center applicants who are willing to 
provide services to all individuals regardless of their ability to pay. 


RATIONALE 
Analysis of available information concerning the accessibility of Medicare, Medi- 
caid and the medically indigent to ambulatory surgical services reveals that such 


accessibility is greater in the hospital affiliated centers than in other types of 
settings. 
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IV. 


V. 


VII. 


Priority shall be given to ambulatory surgical centers that are physically located 
within 15 to 30 minutes of a full service hospital and have formal transfer 
agreements that provide for the admittance of an emergency patient. 


RATIONALE 


Emergency backup care must be readily available should it become necessary to 
transfer an ambulatory surgical patient. The location of the ambulatory surgical 
center in relation to a hospital is of prime importance. The standard addressing 
this issue states that ambulatory surgical centers should be 15 to 30 minutes from 
a full service hospital. 


Priority shall be given to applicants who demonstrate that they had mechanisms 
for screening patients prior to surgery to assure that the patient will be treated in 
the most appropriate, yet least costly, setting. 


RATIONALE 


It is important that screening mechanisms for prospective surgical patients be 
used by ambulatory surgical centers. It is the intention of the Council to assure 
that only appropriate surgical patients be served in these centers. The screening 
procedures should consider the patients physical history, type of surgery to be 
performed and the type of anesthesia (local or general) to be used. 


Priority shall be given to applicants who demonstrate strong financial feasibility 
for their projects and can verify an acceptable level of utilization. 


RATIONALE 


Currently, in District IX there are several freestanding ambulatory surgery centers 
which are underutilized and experiencing financial difficulties. An increase in the 


number of troubled ambulatory surgery centers would have an adverse impact 
throughout the District. 


For the purpose of determining acceptable utilization levels for ambulatory 
surgery centers, District-wide average time per case, including operating room 
preparation and clean up, should be used to assess a facility's capacity. Average 
per case time should reflect the types of surgeries a facility offers. 


RATIONALE 


It is necessary to know how many operations can be performed in an ambulatory 
center under normal conditions in order to judge whether or not an ambulatory 
surgery center's projected utilization is acceptable. 


In order to prepare for further study of the ambulatory surgical services in 
District IX, the Council should initiate activities which address the following: 
a. An improved data and information base. 

b. Development of criteria specific to District IX to aid in determining the 
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correct method of allocating ambulatory surgical services throughout the 
District. 

c. Determine the proper mix of ambulatory surgical services which would be 
most beneficial for the District. 


RATIONALE 
Based upon the limited information available to the Council at this time, it is 
believed that a great deal of study and insight into the ambulatory surgical 


services field is necessary before making detailed recommendations regarding 
these services. 
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INDIGENT CARE REPORT - 1987 
FOREWORD 
The District IX Indigent Care Report for 1987 was developed in the following time 
frame: 


September 10, 1987 Report Outline was adopted by LHC 


Executive Directors 

September 18, 1987 . Report Outline was adopted by State- 
wide Health Council 

December 1, 1987 Completed Report of each LHC due 
to be submitted to Statewide Health 
Council. 


The above schedule allowed each LHC ten weeks in which to perform any 
research, compile tables, provide for and receive public input and prepare the 
text. It is understandable that it was not possible to adhere strictly to an ideal 
health planning process. Аз a result, the reader of this report will find that there 
is a minimum of public input and that the recommendations have not been 
prioritized to provide clear and concise guidelines. 


Several portions of this Report refer to Federal Poverty Guidelines. but the 
Report, itself, does not spell these out. To make up for this omission, a summary 
of these Guidelines has been attached to this Foreword (See Attachment A). 


In spite of the above limitations, it is felt that this Report contains an excellent 
starting point for what will be, in the future, an annual report on thé status of 
Indigent and Medically Needy health care. 


This Council extends its heartfelt thanks to all the organizations and individuals 
who took the time to participate in our surveys, interviews and workshop. 
Without that participation, it would have been impossible to produce this Indigent 
Care Report for 1987. 


NOTE: Due to the limited staff research and public input in preparing this 
report, the reader should be cautioned about interpreting the recommen- 
dations in this report as long term regional policy. The Council intends 
to revise this report in FY 1988-89. 
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1987/88 FEDERAL POVERTY LEVEL GUIDELINES 
GROSS 
ANNUAL GROSS MONTHLY INCOME SLIDING FEE SCALE 


FAMILY INCOME AT PERCENTAGE OF MAXIMUM CHARGE 
SIZE 100% OF | BASED ON FAMILY INCOME AND SIZE 
on 110% 120% 130% 140% 150% 160% 170% 180% 1907 200% 


504 550 596 642 688 © 733 779 825 
549 595 641 687.. 732 778 824 870 
803 | 864 .- 926 988 1049 1111 

863 925 987 1048 1110 1172 1233 

1008 1086 ` 1163 1241 1318 1396 1473 

1085 1162 1240 1317 1395 1472 1549 

1027 1120 1213 1307 1400 1493 1587 1680 1773 

1119 1212 1306 1399 1586 1679 1772 1865 

1202 1311 1420 1529 1748 1857 1966 

1310 1419 . | 1528 1638. 1856 1965 2074 

1376 1501 1626 1751 1876 2001 2126 2251 

1500 1625 1750 1875 2000 2125 2250 2375 

1550 1692 1833 1973 2114 2396 2537 2678 

1691 1832 1972 2113 2254 2536 2677 2818 
1724 1881 2038 2195 2351 2665 282] 2974 
1880 2037 2194 2350 2507 2820 2973 3134 

1898 2071 2243 2416 2588 2761: 2933 3106 3278 

evade 2070 2242 2415 2587 2760 2932 3105 3277 3450 

2073 2262 2450 2638 2827 3015 ‚3205 3392 3580 

22,600 3579 
2261 2449 2637 2826 3014 3203 3391 3768 


Add $1,900 to annual income or $159 to monthly income for each additional family member. Based on 1987 
Poverty Income Guidelines Federal Register, Volume 52, No. 34, Pages 5340-41, Friday, February 20, 1987. 


07 16,900 


18,800 
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INDIGENT CARE REPORT 
1987 


Introduction 


House Bill 1384 entitled "An Act Relating to Health Care" became effective on 
July 1, 1987. In addition to numerous health care issues it addresses, the bill 
re-establishes Local Health Councils and the Statewide Health Council and 
provides for specific powers and duties. Among the duties assigned to Local 
Health Councils is a requirement for each Council to monitor and evaluate the 
adequacy, appropriateness and effectiveness of State funds distributed to meet the 
health care needs of the indigent in its respective district. 


The legislation calls for the preparation of a report on indigent care by each 
Local Health Council and stipulates elements to be included in the report. Each 
Local Health Council is to submit its report to the Statewide Health Council no 
later than January 1 of each year. 


Local Health Councils have been requested to submit the initial report by 
December 1, 1987. This report describing indigent care in District IX is meant to 
serve as a document upon which, with each year and each new report, a greater 
understanding of service needs and the appropriate allocation of resources to meet 
those needs will develop. It is the hope of this Council that, with improved data, 
ongoing analysis and continuous public input, recommendations can be formulated 
which will permit residents of the State of Florida, and thus the State, itself, to 
reap the greatest benefit from health care expenditures. 


The process by which this report was developed involved: the analysis of available 
data, the distribution of two survey instruments, an approximate one dozen 
in-person interviews, and one district-wide public hearing. 


Data was supplied by DHRS describing demographics, poverty status, service 
inventories and Medicaid participation for District IX. Additionally, data already 
collected by the Council was employed as well as some data from the local HRS 
Program Office and budgetary information from the counties within the District. 


In lieu of a true public opinion survey, a survey was sent to individuals in each 
county whom it was felt, represented key constituancies and, as a group, would 
best represent the spectrum of public opinion. 


A second survey was prepared and sent exclusively to the District's twenty-one 
acute care hospitals. It focused on issues of uncompensated care and availability 
and accessibility of select provider types. 


In excess of one dozen personal interviews were conducted throughout the District 
in order to gain a better understanding of individual county programs and 
processes in providing for indigent health care. 


Finally, following the circulation of surveys and the completion of interviews, all 
participants and interested individuals were encouraged to attend a workshop 
culminating the Council's effort to gain public input. During the workshop, the 
four critical questions included in this report were addressed as well as other 
concerns which surfaced. 
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District Profile 
Population in Need 


Demographic and Socio-Economic Data 


District IX is comprised of five counties with an estimated total population 
reaching 1.14 Million people by January 1988. The District's population has grown 
in excess of 40% since 1980. All five counties have experienced somewhat similar 
percentage increases. Approximately 70% of the District's population resides in 
Palm Beach County while only 3% of the population resides in Okeechobee 
County. 


Based on 1979 figures, almost 90,000 individuals were below 100% of Federal 
poverty guidelines* and more than 125,000 individuals were below 12% of Federal 
poverty guidelines. Applying the 1979 poverty figures to 11.8% of District 
residents below 100% of poverty and 16.5% below 125% of poverty to 1988 
population estimates, District IX would have almost 135,000 individuals below 
100% of poverty and greater than 188,000 individuals below 125% of poverty. 


There is a disproportionate number of blacks and Hispanics in District IX who are 
considered to be in poverty. 1979 poverty figures show that blacks comprise 
41.3% of the District's residents falling below 100% of Federal poverty guidelines 
and Hispanics account for an additional 7%. Together they represent 48.3% of 
District IX residents below 100% of poverty whereas the 1980 census showed 
13.2% of the District's residents were black and 4.1% were Hispanic, or a 
combined total of 17.2%. 


Not captured in the 1980 census is the effect of the 1980 Cuban boat lift. It has 
been estimated that the number of Hispanics at or near the poverty level may be 


higher than reported by between 1500 to 2000 as a result of that exodus from 
Cuba. 


Due to inherent difficulties in capturing data on migrant farmworkers and, 
therefore, reporting their numbers and financial status, the census has not 
accurately reflected their presence. A recent estimate by the Primary Care 
Office of DHRS states the average total number of migrant farmworkers in 
District IX to be 24,800. 


1980 census data shows Okeechobee County to have the greatest percentage of 
families below 125% of poverty with 19.9% and Palm Beach County to have the 
smallest percentage within the District at 9.6%. Mean family income figures 
followed a similar pattern. 


*See Foreword, Attachment A 


Definition of Medically Indigent 


At present, there is a lack of agreement on the definition of "medically 
indigent". The established guidelines for screening medically indigent patients 
are not uniform across programs or counties. In the hope of distinguishing 
charity care from bad debt in hospital uncompensated care figures, HCCB has 
attempted to define medically indigent. Their definition classifies a patient as 
medically indigent if his or her income is below 150% of the federal poverty 
level* or the unpaid portion of the hospital bill exceeds 25% of the family's 
income. However, it may not be financially feasible to apply this definition in 
the provision of all types of health care. 


Planning for health care service delivery, particularly for the indigent, is often 
based on the projected amount of money available, with little attention to the 
extent of need. Budgets may also be determined by the previous year's 
utilization of services, even though utilization does not necessarily equal need. 
A thorough needs assessment has not been done to determine who the medically 
indigent are and the range of services they should be receiving. When funding is 
limited and need appears great, many feel there must be a limit to a program's 
generosity. Therefore, decisions must be made as to who. is eligible for 
assistance and who is not. 


Funding for health care services is available through Federal, State and County 
governments. Eligibility varies and is almost always economically based accord- 
ing to income level and assets. Several of the federally funded programs 
providing access to or reimbursement for health care services are the Commu- 
nity Health Centers and Migrant Hospitalization. In addition, the Improved 
Pregnancy Outcome Program (IPO) through Women, Infants and Children (WIC) 
provides access to other services such as nutrition, which may be needed as well 
as health care. Eligibility for federal programs requires income at or below 
110% of the Federal Poverty Level (FPL) for general medical and 150% (FPL) 
for maternity patients with an asset limit of $5,000. 


The primary State program for the medically indigent is Title XIX of the Social 
Security Act or Medicaid. The following table provides the income level and 
asset limits for eligibility in the various programs under Medicaid. 


*See Foreword, Attachment A. 
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Maternity Program 96 at or Below FPL Asset Limit 


AFDC 33 1/396 $1,000 individual and 
$2,000 family 
PMA 33 1/8 
AFDC Related 44 $5,000 individual and 
Medically Needy $500 each additional 
family member 
PMA Related 44 
Medically Needy 
SOBRA Expansion 100 None 
Regular Programs 
SSI 33 1/396 $1,000 individual and 
$2,000 family 
SSIOSS (SSI Related 40 $5,000 individual 
Medically Needy) and $500 
each additional 
SOBRA Expansion 90 family member 


While participants in the Medically Needy program must meet the AFDC or SSI 
technical requirements, eligibility is not based strictly on income level. The 4496 
of the FPL reported above is the maximum income level without "share of cost" 
requirements. However, income level is used to determine the spend down 
requirements for the patients' share of cost. 


Currently, counties may, but are not required to provide health care programs to 
residents. Generally, county programs serve as the payer of last resort. As a 
result, there is considerable variation in the extent of available services by 
County in our district. АП five counties provide some degree of health 
department services and reimbursement for hospital care. At present, Palm 
Beach County provides the most comprehensive program by providing Health 
Department primary care services and reimbursement for hospital stays, physician 
payments, ambulance transport and pharmacy medications. The eligibility criter- 
ia require income at or below 11096 FPL for general medical and 15096 for 
maternity care, with an asset limit of $5,000. 


In terms of funding, the 1980's can be described as a period of retrenchment. 
Reimbursement for health care services is reserved for the "truly indigent". For 
those familiar with the FPL, it is easy to be above 11096 and yet be medically 
indigent. Therefore, in terms of health care, indigency takes on a new meaning. 
For example, the portion of an indigent's budget reserved for food is small and 
predictable in comparison to the high and rising cost of health care as well as 
the cost and availability of insurance. As a result, persons with moderate to high 
income could also become medically indigent. 


Inventory and Utilization of Services Available for Indigent Care 


Tables 10 (a) through 12 (a) (See Appendix) describe the distribution of physicians, 
dentists, nurse practitioners and midwives throughout District IX and indicate the 
extent of Medicaid participation. 


Manpower 
Physicians: 


Of the approximate 1800 physicians in District IX, more than 1300 or 73% 
practice in Palm Beach County. 33% of the District's physicians were 
Medicaid enrolled in 1986. However, only 173 physicians throughout the 
District were paid claims in excess of $1000--representing fewer than one out 
of ten physicians. 


$1.46 Million was reimbursed to District IX physicians through the Medicaid 
program in 1986 with the greatest share going to physicians in Palm Beach 
County and in St. Lucie County. They received $947,000 and $334,000, 
respectively. 


Dentists: 


In District IX there are approximately 700 dentists, 553 of whom practice in 
Palm Beach County. In 1986, 55 dentists throughout the District were 
Medicaid enrolled. Forty dentists were paid claims greater than $500 and of 
these, 27 were reimbursed for claims greater than $3000. The total Medicaid 
reimbursement for District IX dentists during 1986 was $314,752. 


Nurse Practitioners: 


In 1986, there were 215 nurse practitioners in District IX. Just one nurse 
practioner, who practiced in Okeechobee County, was Medicaid enrolled. 
Total Medicaid claims paid for the year equalled $162. 


Midwives: 


District IX had 26 certified nurse midwives in 1986. Only three midwives, all 
practicing in Martin County, were Medicaid enrolled. Total Medicaid claims 
paid equalled $7,880. 


Facilities/Services: 


Tables 13 - 27 (See Appendix) provide an inventory of health care facilities in 
District IX that provide services through the Medicaid and Medically Needy 
Programs. 


Home Health Agencies: 


During 1986, District IX had 58 licensed Home Health Agencies. Twenty 
agencies were Medicare certified and nine agencies were Medicaid certified. 
For the year, 315 Medicaid patients were provided home health services 
resulting in a total Medicaid reimbursement of $91,000. 
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Ambulatory Surgery Centers and Walk-in Clinics: 


District IX had five licensed Ambulatory Surgery Centers in 1986; four were 
Medicare certified and three were Medicaid certified. Sixteen Emergi-centers 
or Walk-in Clinics were operating during 1986 in the District. 


County Public Health Units: 


District IX has thirteen County Public Health Unit sites; two in Indian River 
County, two in Martin County, one in Okeechobee County, one in St. Lucie 
County and seven in Palm Beach County. Additionally, there аге six 
Federally funded Community Health Centers (CHCs) in District IX. Three are 
located in Palm Beach County with one in each remaining county except 
Indian River County which has no site. 


During fiscal year 1986-87, County Health Units in the District served more 
than 170,000 clients who accounted for almost 900,000 visits. 


Data available for Federally funded CHCs show almost 48,000 clients being 
served in Palm Beach County. This number accounted for in excess of 
170,000 visits in 1986. 


County Public Health Units provided services to almost 45,000 Medicaid 
clients in Palm Beach and St. Lucie Counties, receiving almost $240,000 in 
Medicaid reimbursements. 


Medicaid clients receiving services at Community Mental Health Centers, 
District-wide, numbered 1,230. For these services, Medicaid reimbursed $1.1 
Million in 1986. 


HMOs: 


Palm Beach County is the only County within District IX with a State 
sponsored HMO serving Medicaid clients. In 1986, there were 4300 Medicaid 
subscribers for whom $221,410 in Medicaid reimbursements was expended. 


Medically Needy Services: 


In fiscal year 1986-87, there were 1,621 individuals determined to be eligible 
for Medically Needy Services in District IX. Of those, 381 clients received 
physician services through the Medically Needy Program. District-wide, 
physicians received $46,261 in reimbursements. There were 448 clients who 
received hospital services, District-wide, for whom hospitals were reimbursed 
$856,809. 


Acute Care Hospitals: 


District IX has 21 acute care hospitals containing 4,441 beds. During 1986, 
there were 5,671 Medicaid patient admissions which accounted for 32,448 
patient days or 3.5% of total patient days in District IX. Reimbursement 
received by District hospitals for services provided to Medicaid patients 
exceeded $13.3 Million for 1986. District hospitals reported more than $11.5 
Million in uncompensated care for 1985, indicating that a significant amount 
of indigent health care in hospitals is being provided to those not covered by 
State or County programs. 


Nursing Homes: 


District IX nursing homes provided almost 842,000 patient days of care to 
Medicaid patients in 1986 and received slightly less than $36 Million in 
Medicaid reimbursement. Palm Beach County nursing homes received $26.3 
Million in Medicaid reimbursement, $4.8 Million went to St. Lucie County 
nursing homes and $1.9 Million, $1.7 Million, and $1.2 Million went to Martin, 
Indian River and Okeechobee Counties, respectively. 


Medicaid patient days in District IX nursing homes accounted for 47.3% of 
total patient days delivered. 
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Evaluation 


Analysis of Data 


Population and Poverty Status: The population of each of the five counties within 
District IX has grown significantly in the years since the last census in 1980. 
From 1980 to 1985, the total population increased by more than 200,000, 
representing an estimated 25% increase. A Slightly lower increase of 21% is 
estimated for the remainder of the decade which translates, however, to a still 
larger increase in population. 


With this growth comes an increased demand for health care services and an even 
greater need for indigent health care services. Unless an increase in the 
industrial base keeps pace with the population growth, State and County indigent 
health care programs will have difficulty meeting future need. The growth in the 
services sector is welcomed. Historically, however, its employers have not made 


health care benefits available to employees to the extent that industrial sector 
employers have. 


The source of District IX population growth will adversely impact State and local 
governments' ability to afford and provide for adequate health care services. 
Much of the population increase is attributable to in-migration, primarily from 
other states. Many of those moving into counties in District IX are retired or 
nearing retirement. It is no secret that the need for health care services 
increases dramatically in later life, but more important is the fact that those who 
have spent most of their productive years outside of Florida will not have 
contributed toward funding the State and County health care programs that many 
will eventually turn to for services. 


From 1970 to 1980, the percentage of families in poverty (100% and less) fell 
from 12.2% to 8.1%. Each county in the District experienced a decrease. 
However, the total number of families in poverty has increased even though their 
percentage has decreased. 


Indigent health care is of particular concern for minorities in District IX due to 
their much higher level of poverty relative to whites. The last census taken 
showed that the percentage of Hispanics below 150% of poverty in Palm Beach 
County, for example, was more than double that of whites. The percentage of 
blacks was greater than three times the rate for whites. 


Physicians: Throughout Florida, the availability and accessibility of physician 
services is severely limited for Medicaid recipients and District IX is no 
exception. District-wide, only 40% of physicians are Medicaid enrolled. Of those 
who do treat Medicaid patients, only 173, or less than 10% of all physicians, were 
reimbursed more than $1000 from Medicaid in 1986. Of the total Medicaid dollars 
paid out in 1986 to Florida physicians, 3.9% went to physicians in District IX. 
This compares unfavorably to District IX's estimated 9.3% of current State 


population and its 7.0% of State residents in poverty at the time of the last 
census. 


There is an unknown amount of charity care and uncompensated care delivered by 
physicians in District IX. Many physicians prefer to provide some level of charity 
care in lieu of struggling to receive Medicaid reimbursement. A combination of 
low fee scales, an inordinate amount of paper work, and bureaucratic snags have 
discouraged physicians from participating in the Medicaid program. 


The availability of certain provider types has become an increasing problem 
recently, primarily due to an escalating malpractice insurance dilema. 
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Okeechobee County has, for several years, been without obstetrical services, 
forcing not only indigents, but all residents to leave the County to seek that 
service. Obstetricians, as well as other high risk specialists such as neurosur- 
geons, are becoming scarce in District IX. Adequate trauma care is being 
seriously compromised. Some high risk specialists are displaying a reluctance to 
treat indigent patients, claiming they have a greater propensity to file malprac- 
tice suits. 


Dentists: Medicaid participation by dentists in District IX is also significantly less 
than the State-wide average. District IX has 11.3% of the State's dentists but 
only 5.3% of Florida's Medicaid enrolled dentists. District IX dentists received 
less than $300,000 or 4.0% of almost $7.9 Million paid out to Florida dentists 
through the Medicaid program in 1986. 


Non-Physician Practitioners: The availability of non-physician practitioners in 
District IX is practically non-existent. Other than physicians and dentists, the 
only significant amount of Medicaid reimbursement in 1986 was $7,880 received by 
three certified nurse midwives practicing in Martin County. 


Facilities/Services: 


Home Health Agencies: With only nine of 58 licensed Home Health Agencies 
certified to provide services to Medicaid enrolled patients in District IX, the 
need among indigents for this service is not being met. District-wide, only 
315 Medicaid patients received home health agency services in 1986 for which 
Medicaid reimbursement was received. 


Hospices: А provision for Medicaid coverage for hospice services was 
initiated on January 1, 1987. Medicaid utilization data for hospices in 
District IX is currently unavailable. However, concerns from providers of 
hospice services to indigent patients have surfaced. Given that most hospice 
patients are terminally ill, often surviving less than six months, the process 
for determining eligibility is too slow. Those that are covered under the 
medically needy program are often responsible for a portion of the reimburse- 
ment due the hospice. Without a mechanism in place to recover the patient's 
share of costs, haspices are placed in a position of having to subsidize that 
portion. 


Publicly Supported Clinics: Publicly supported clinics, consisting .of County 
Public Health Unit sites and Florida Community Health Centers, provide the 
bulk of primary care services to the District IX indigent population. To a 
lesser extent, primary care to indigents is delivered through hospital emer- 
gency rooms, physicians' offices and one HMO with Medicaid enrollees. 


The most significant programs provided through County Public Health Units 
targeting the indigent are: Women, Infants and Children (WIC), Improved Preg- 
nancy Outcome (ІРО), Dental Services, Comprehensive Child Health, and 
Comprehensive Adult Health. The State/County split of funding varies across 
counties as well as programs. A total of $13.54 Million which includes State 
and County contributions has been budgeted to fund the above programs 
throughout the District for fiscal year 1987-88. Budgeted total expenditures 
for each county and the county's average contribution are as follows: 
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Indian River County $ 535,444 38.0% 
(Dental Health not budgeted) 


Martin County $ 524,056 35.4% 
(Dental Health not budgeted) 


Okeechobee County $ 266,379 3.5% 
(Dental Health not budgeted) 


Palm Beach County $11,642,944 40.5% 
(included as part of IPO program 

for P.B. Co. is $2.05 Million 

hospital physician cost.) 


St. Lucie County $ 575,695 20.0% 
(WIC and Dental Health not budgeted) 


Individual County contributions to help fund these programs varies dramati- 
cally. Оп а per capita basis, the amount to fund each County's portion for 
these programs is as follows: 


Indian River County $2.34 
Martin County $2.07 
Okeechobee County $0.33 
Palm Beach County $5.85 
St. Lucie County $0.87 


Primary Care Programs: Primary care programs recently made available 
through increased State funding are both welcomed and necessary if the strain 
on secondary and tertiary care providers is to be moderated. 


One unique primary care proposal on behalf of Indian River County will 
combine resources from the Board of County Commissioners, the Indian River 
Taxing District, the Department of Health and Rehabilitative Services and the 
Indian River County Public Health Unit. The program will serve those in 
families falling below 10096 of Federal poverty guidelines and, utilizing a 
sliding fee scale, will serve those between 10096 and 20096 of the poverty 
level. Eligibility will be based on self declared income status and no asset 
test will be applied. 


Medically Needy Program: In support of input received concerning the 
Medically Needy Program, reimbursement figures indicate that the program 
has not been accepted and utilized to the extent originally anticipated. Seven 
percent of the State's residents below the poverty level reside in District IX, 
yet only 2.496 of physician reimbursements and 4.596 of hospital reimburse- 
ments paid through the Medically Needy Program in 1986 went to District IX 
while only 3.396 of the Medically Needy Service recipients came from District 
IX. 


Hospitals: Medicaid participation on the part of District IX hospitals is 
similar to the State average. Out of $278 Million paid to Florida hospitals 
through the Medicaid program, District IX hospitals received 4.896 of those 
monies while delivering 5.096 of total patient days in Florida during 1986. 
Total charges for uncompensated care was $11.54 Million for District IX 
hospitals in 1985. This figure represents only 3.296 of uncompensated care 
reported throughout the State. 
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In addition to a share of Medicaid costs for indigent hospital care, counties in 
District IX provide a substantial amount of additional funds for indigent 
hospitalization as payers of last resort. Despite various payment sources that 
are available to hospitals seeking payment for indigents, the amount of 
uncompensated care reported by District IX hospitals continues to grow. 


Nursing Homes: Although Medicaid participation is fairly high for District IX 
nursing homes (47% of total patient days in 1986), there are a number of 
homes that are extremely reluctant to serve Medicaid recipients. Due to low 
reimbursement (when compared to private payer charges) many homes that 
commonly serve Medicaid patients are reluctant to admit Medicaid patients 
requiring higher levels of care. Indigents who require nursing home care but 
who are sicker and thus require a higher level of care and are more costly to 
treat, are faced with an access problem. 
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Public Opinion Survey 


In order to gain insight into needs of the medically indigent and the services 
available throughout the District, community representatives were surveyed in 
each county. However, given the time frame, it was not feasible to survey a 
truly random yet representative sample of the general public. As a result, the 
survey sample consisted of persons who had at least a minimal knowledge of the 
public health care system in addition to considerable public exposure through 
their jobs or community involvement. The survey respondents were drawn from 
agencies such as the United Way, Salvation Army, Hospital Social Service Dept., 
the School Board or County Commission. At least five surveys were mailed to 
community representatives in each county. The list of potential respondents is 
provided in Attachment I. 


The survey instrument consisted of 5 open-ended questions listed below: 
1. What types of health care services are difficult to access in your 
county? (i.e. maternity, acute care, long term care, mental health 
or others) 
2. What are the problems that prevent access? (i.e. income level, geo- 
graphical location, language or others) 
What, in your opinion, are the unmet health care needs of the indigent? 
Do you think medically indigent persons are aware of the health care 
services available in your County? 
9. Would you consider the funding of indigent health care services in your 
County adequate? If yes, please explain why. If no, how should the 
current funding be augmented? 


nn 


Finally, any additional comments on indigent health care were welcomed. 


A total of 20 surveys were returned to the Health Council, with 3-5 responses 
from each County. The actual responses were compiled by County and by 
question and are included in this report as Appendix I. 


To summarize some of the more common responses, respondents agreed that 
maternity, long term care and mental health services were difficult to access. 
In addition, substance abuse treatment, dental care and various types of home 
health care (such as adult day care, respite care, etc.) were frequently men- 
tioned. . A number of respondents, particularily those from Martin, Okeechobee 
and Western Palm Beach Counties, were concerned about the lack of physician 
specialists in their region. Generally, when a patient's need exceeds that of 
local resource, transfers are difficult to arrange, particularly if the patient is 
indigent. 


The distance to services and lack of public transportation were frequently 
mentioned as preventing access. For example, most of the services available in 
Okeechobee County are located in the southeast corner of the County. Income 
level was another significant barrier to access. Many residents in need of 
services cannot afford private sector health care. Some of them may also not 
be poor enough to qualify for publicly funded programs. Even for those who are 
clearly indigent, the paperwork required to determine eligibility (i.e. income, 
expenditures, residency, etc.) are a deterent. This process is especially difficult 
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for the significant number of non-English speaking persons in our District. One 
respondent noted that the lack of more convenient evening or weekend clinic 
hours prevents utilization. There was also concern about the few doctors willing 
to participate in the Medicaid program. Some needed services were simply not 
available to access, most notably mental health services. 


In terms of unmet need, the general problems of poverty, such as poor nutrition 
or inadequate housing were noted. Respondents felt there must be more 
emphasis on preventive health care and health education particularily for minori- 
ties. Too often health care services are not sought until it is an emergency 
situation. Several respondents also commented on the need for specific items, 
such as prosthesis, eyeglasses, hearing aids, medications, wheel chairs, etc. 


For the most part, respondents felt residents were aware of available health 
care services. However, exceptions may be those with low levels of education; 
those with limited access to the media/public information; and the non-English 
speaking and migrant populations. Even if residents are aware, the previously 
mentioned barriers to access still prevent utilization. It is believed that a 
significant number of the indigent only know how to access the health care 
system through the emergency room. 


In terms of funding, nearly everyone agreed that the current level of funding 
was inadequate. However, there was no consistency in response as to whether 
the Federal, State or County government should provide the additional funding. 
While several respondents felt health care should be a joint State/County 
responsibility, other respondents were concerned about the Counties' capabili 
ties. Several respondents in Palm Beach County supported its' plan for a 
County-wide Health Care Taxing District. Another respondent, (from St. Lucie 
County) simply stated "County governments are unfairly mandated to provide 
programs without substantial Federal and State funds." There was concern about 
the lack of coordination between programs and the need for greater efficiency. 
Some feel the percentage of the Federal poverty level used for eligibility 
determination is too low. 


In conclusion, a number of respondents offered some general comments on the 
indigent health care situation. They expressed concern for the frustration 
indigents experience in working through the public health care system and for 
those low income persons with medical needs who do not qualify for financial 
assistance. As one respondent noted, the attitude that indigents will simply go 
away if there are no services is simply unrealistic. Finally, respondents from 
the smaller counties did not want to see their issues "dwarfed" by those of the 
larger counties. They want to be recognized when needs are researched or 
additional monies provided. 
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ATTACHMENT 


Surveys were mailed to the following community representatives: 


INDIAN RIVER COUNTY 


Commissioner Caroline Eggert 
Indian River County Board of 
Commissioners 


Ms. Betty Gibson, Outreach Dir. 
Economic Opportunity Council 


Ms. Helen Wright, R.N. 
Public Health Nurse 


Mr. Victor Hart, Board Member 
Florida Community Health Centers 


Ms. Elaine Matthews 
Indian River School Board 


MARTIN COUNTY 


Ms. Billie Holt 
VNA of Martin/St. Lucie Counties 


Ms. Debbie Mason, Marketing Dir. 
Martin Memorial Hospital 


Commissioner Maggie Hurchalla 


Martin County Board of Commissioners 


Detective Sergeant Wall 
Stuart Police Department 


Ms. Debbie Price, Branch Dir. 
Indian River Commun. Mental Hlth. Ctr. 


OKEECHOBEE COUNTY 


Commissioner James Lashley 
Okeechobee Co. Bd. of Commissioners 


Mrs. Faye Williamson, Board 
Member and Sec./Treas. 
District IX Health Council, Inc. 


Ms. Terry Cooper, Social Services 
HCA Raulerson Hospital 


Ms. Linda Rompot 
Okeechobee County Health Unit 


Mr. John Smith, Business Mgr. 
HCA Raulerson Hospital 


PALM BEACH COUNTY 


Ms. Sally Kanter Bruin 
American Assn. of Retired Persons 


Ms. Esther Sherman 
School Board of Palm Beach Co. 


Ms. Cindi Lynch 
Healthy Mothers/Health Babies 


Ms. Girtha Jerningan 
Western P.B. Co. Human Services 


Ms. Chantal Thomas, Director 
Haitian American Community Center 


Mr. Luciano Martinez, Director 
Hispanic Human Resources Council 


ST. LUCIE COUNTY 


Mr. Reginald Floyd 
St. Lucie Helping Hand Neighbors 


Ms. Debra Sloan 
Department of Social Services 
Lawnwood Medical Center 


Ms. Jackie Butz 
United Way 


Captain Guy Nickum 
Salvation Army 


Ms. Dolores Johnson 


League of Women Voters 


Mr. James Edward, Supervisor 
HRS Medically Needy Program 
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Critical Questions 


The Council solicited input regarding the critical questions through interviews 
with: County Commissioner, Palm Beach County Division of Human Services Staff 
and the Welfare Staffs of the four other Counties, Consumers, County Public 
Health Unit Director and Staff and District 9 HRS Staff. The Council also drew 
upon its historical experience in developing plans since 1968. In addition to these 
interviews, the Council surveyed all hospitals in District IX and held one Public 
Workshop on these critical questions. 


The results of the above process are discussed in the following narrative for each 
question. Collective themes will be identified as will what the Council feels are 
creative solutions and ideas which, if implemented, will have a significant impact 
upon resolving the Indigent Care problem. 


Question #1: What is the capacity and appropriate role of County Government in 
the Planning, Provision, and Payment for Indigent Health Care Services? 


Planning Indigent Care Programs: There was uniform support for increased 
County involvement in the planning of Indigent Care Programs. This held 


true for the small population based rural counties as well as for the large, 
more urbanized county of Palm Beach. 


To a person, everyone felt that local government had a better understanding 
of the problems and could act as an "early warning system" for problems 
needing State or Federal action for resolution. 


Not only were County Governments throughout the District supportive of 
increasing their roles in planning, but they also perceived a need for 
municipal involvement. The issue of municipal involvement arose in conjunc- 
tion with a discussion of certain cities that, consistently, do not zone 
property for needed health facilities; e.g., nursing homes, psychiatric services 
and substance abuse residential programs. 


Pilot Project: District IX Health Council, Inc., in response to the need for 
increased county-based health planning activities, developed (in conjunction 
with Palm Beach County Government) the Palm Beach County Health System 
Cost Containment and Development Program. (See Attached) 


This is a pilot project that was initiated to explore fully the county's health 
planning needs and to develop coordination mechanisms that would formally 
tie county government into the State's Health Planning System. Through a 
contract between Palm Beach County Government and District IX Health 
Council, Inc., this project has been funded since March 24, 1985. 


There is strong support to expand this program to include all counties, 
district-wide, but due to the lack of resources, this has not been possible. 
State seed monies would be necessary for this expansion to occur. 


A further illustration of strong local support for county-based health planning 
is the fact that the Palm Beach County Health Care Task Force included a 


strong planning component in drafting its legislative bill that would create a 
county-wide Health Care Taxing District for Palm Beach County. 
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Provision of Indigent care Services by County Government: This study has 
clearly shown that county governments throughout the District have defined 


for themselves a varied and flexible role in the provision of indigent care 
services. These local programs generally involve a shared responsibility 
between county health departments, county government, local hospitals (or 
Hospital Tax Districts) and Federal programs such as Florida Community 
Health Centers. These local arrangements are supportive but not duplicative 
of State supported and funded indigent care programs. 


The contribution of these local programs is significant and is strongly 
supported. This strong support may not be highly visible in the political 
arena, but the budgets and the quiet committment to provide services to both 
the truly indigent and to the low income residents was a consistent factor of 
this study. 


The willingness and the ability of county governments to expand their existing 
indigent care programs is inhibited by the following factors: 

° Тһе lack of a unified State and Federal indigent care program. Тһе 
current fragmented system acts as a major discouragement to both 
county and individual participants. The current system is perceived 
as bureaucratic, ineffective, and impossible to manage. 


Current State and Federal programs are managed through strict 
adherence to overly regulatory laws, rules and regulations instead of 
being managed through more flexible policies, guidelines and criteria. 
When these regulatory laws, rules and regulations are applied, in 
individual situations, to determine who is to receive care and who is 
not, the results border on the ridiculous. 


There is a total lack of a range of local options, as well as a lack of 
flexibility, that would maximize county government's participation in 
all Federal and State indigent care programs. 


There is a lack of local expertise and strategic planning that would 
utilize local resources more effectively and efficiently. 


There is a need for increased community oversight and participation 
in existing State and Federal indigent care programs. This should be 
provided for at the local level to assure that all programs meet local 
needs and are operated and managed consistently with local values* 
and methods of operation. This increased community oversight and 
participation will also assure that programs do not remain static but 
are creative and dynamic and will not stagnate and cease to meet 
changing community needs. The AIDS epidemic is clearly showing 
that, by the time existing programs, laws, rules and regulations are 
changed to address this public health crisis, it may be too late. 


*With respect to local values, it must be stated that a value base 
underlies all public policy. If value base differentials are not a 
consideration in program design or are totally ignored in program 
implementation, a program is destined to fail. At a minimum, local 
value bases which differ from those contained in State policy must be 
recognized and program elements must be designed to nullify these 
differences. 
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The Payment for Indigent Care Services by County Government: 


All responses to this question were supportive of county governments' paying 
their fair share. The maintenance and/or the expansions of existing county 
government's monetary support for indigent care programs are inhibited by 
the following factors: 


о 


There is a need for а well-defined individual responsibility for 
contributing his/her fair share to health care services. The lack of 
such a definition acts as a constant barrier to the increased use of 
tax dollars because it is all too easy for government to shift its 
responsibility to the individual instead of operating under a well 
defined limit to the individual responsibility. There is strong support 
for a mechanism that will mandate individual participation in a 
manner that would equate with the currently mandated social 
security program. There is also a need for the greater use of sliding 
fee scales in public indigent care programs. 


There is a need for State and Federal policy that is supportive of 
and defines indigent care as a shared responsibility between Federal, 
State, and local governments and the private sector including volun- 
teers. 


County government's role should be a payer of last resort. It and 
the public will not support increased local taxes for indigent care if 
they think they are being looked upon as the new "deep pocket" on 
the block and are merely being asked to pay for the cost shifting 
from the State, Federal, and private insurance programs. 


The payment for indigent care at all levels of government should be 
tied to broad-based taxes and should not unduly burden any one 
community sector. 


There should be increased cost sharing by the private business sector. 
A great deal of testimony was received during this study that 
substantiated the fact that the private sector and, in some cases, 
local government was avoiding the provision of health insurance to 
their employees through a broad-based policy of hiring workers as 
part time employees who work less than forty hours per week. This 
was reported as a significant problem with seasonal farm workers in 
whose case health insurance is provided only after a four or six 
month waiting period. Thus, by the time a worker qualifies for 
health insurance, he becomes unemployed (the season having ended) 
and he is never able to qualify for health insurance benefits. Some 
mechanism must be developed to provide basic year round insurance 
for these types of employees. 


In considering local tax support for indigent care, equity among 


counties is an impossible goal to achieve. A more rational course 
would be to establish a minimum level of participation that is 
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achievable by all counties. Along with this, an incentive system 
should be developed to encourage counties with larger resources to 
expand their roles. With proper incentives, the resource-rich could 
serve as specialty care providers which would formalize the existing 
referral patterns from rural to urban counties for the receipt of 
specialty care; e.g., neonatal, burn, and cardiac care. It must be 
recognized that, in small rural counties, a basic health care system 
may be underutilized and thus, it costs more on a per client/capita 
basis, while the same system in a large urban environment will be 
fully utilized and, thus is gaining a greater economy of scale and, 
therefore, costs less on a per capita/client basis. Regionalization of 
indigent care services would resolve this disparity. 


Insurance regulation needs to be increased to control the sale of 
"Street Insurance" which is often sold under false pretenses. These 
policies are sold as full benefit policies in a manner that implies that 
they will pay the major portion of hospitalization. The reality is 
that, in the case of a hospital bill that may run as high as $800 per 
day or more, when the deductible has been paid, these policies will 
cover only $30 or $40 of the balance. 


Question #2: What is the impact of uncompensated hospital care? 


The overall impression gained from studying this problem is that the uncom- 
pensated care is a symptom of major underlying problems. A lot of the same 
answers were received to resolve this problem as were received in response to 


other 


issues. This viewpoint is reflected by the following examples of 


responses: 


0 


(2) 


It will take a joint public, private and volunteer effort to resolve 
this problem. 


Monies needed to resolve this problem should come from a broad- 
based tax. 


Uncontrolled cost shifting by the State, Federal and private insur- 
ance sectors is having the same ripple effect on hospitals as it is 


having on county government. Hospitals and county governments 
are perceived as "deep pockets" by third party payers. When the 
cost shifting impact reaches the local institution or governmental 
unit, there is no one to pass the costs on to if they are excessive. 
The reality of this situation is that hospitals and county governments 
are in total conflict by each trying to shift increasing health care 
costs to the other. Thus, quality of care and access are now being 
impacted and the impact will continue to worsen. Reduction in the 
quality of care and access is the final result when a great monetary 
burden is placed at the local level. 
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This problem must be addressed through a system-wide policy. The 
public will always have a dicotomy of opinion with respect to 
targeting this as a "hospital problem", only. On the one hand, if a 
person is in need of health care, no cost is too excessive (if one life 
is saved, it is worth it). But, on the other hand, if an individual is 
not in need of care and is asked about what his tax dollars should go 
for, then hospitals and physicians are perceived as rich and not 
deserving of tax support--they should be paid with live chickens as in 
the 1930s. From the hospital's point of view, it is hard to buy MRIs 
with live chickens. Thus, if the public expects consistent high 


quality health care 365 days a year, then it must be prepared to 
support such care through broad based public policy that includes 
adequate funding from all sectors. 


If one looks at the totality of health care regulation, the industry as 
a whole could minimally qualify as a public utility in that the 
amount of regulation equals or exceeds that which the public places 
on the existing public utilities; e.g., telephone and power. This 
perspective totally conflicts with the current view that free enter- 
prise and competition will resolve today's health system problems. 


Comments concerning other aspects of the uncompensated care problem 
provided as part of this study are as follows: 


о 


Charity care must be defined so that it will not include other 
types of uncompensated care (including bad debts and reduced mark 
ups). 


Emergency care is being severely impacted by this problem. 


At least, in sole provider situations, for-profit hospitals are being 
more severly affected than not-for-profit hospitals. The situation 
appears to be the reverse with the not-for-profit hospitals being 
more severely affected where both types of hospitals share the same 
market. 


There is a need for accurate hospital data that documents the level 
and types of uncompensated care. County governments do not 
believe the level of uncompensated care that is reported by the 
hospitals. This belief is so strong that they feel there is a need for 
authority to conduct independent audits to gain proof of the magni- 
tude of the problem; i.e., charity care versus reasonable bad debts, 
negotiated discounts from full charges, etc. 


Hospital cash flow problems are partially due to delayed reimburse- 
ments by Medicaid and other third party payers. Medicaid was 
particularly targeted with its antiquated computer system and its 
cumbersome procedure for processing payments that seems to be 
purely designed so that monies due will not be paid out. It was 
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strongly suggested that it would be much more efficient for the 
State to subcontract the invoice processing and payment system to 
one of the larger insurance companies. This would reduce the 
number of third party payers that hospitals and physicians have to 
deal with and could markedly increase efficiency and provider 
reimbursements. 


It was uniformly felt that the recently expanded Medicaid Program 
would significantly help the uncompensated care problem. 


Question #3: What is wrong with the Medically Needy Program? 


The testimony on the Medically Needy Program reads like a litany on what 
not to do if you want to develop a successful program. The problems are so 
numerous and all-pervasive that a detailed listing would prove to be unproduc- 
tive in a report of this type. It must also be stated that the Program may be 
unfairly targeted due to everyone's (government workers and the health care 
industry, too) having very high expectations of the Program--expectations 
which probably exceeded the ability of any program to meet. 


Some of the basic problems existing in this Program are as follows: 


0 


Very complicated eligibility criteria: They are so complicated that 
processing clients efficiently becomes almost impossible. They make 
the system so complex for the client that intake staff are recom- 
mending client education programs on how to utilize the Program. 


Understaffed: Manpower assigned to this Program is clearly inade- 
quate to operate it effectively and efficiently. 


Excessive Program Complexity: This has resulted in the necessity 
for a lengthy training period (three months and more) for new 
employees before they can be productive. Each program for the 
needy has its own set of criteria. An employee must be well versed 
in all of these criteria before he can deal with a medically needy 
patient. 


Low Pay Scales: This has resulted in a high turnover rate for staff. 
When this problem is combined with the long training periods, the 
problem is magnified--a significant portion of the staff will always 
be non-productive. 


Severe Budget Limitations: However, based upon the overall input 
received, there is no clear indication that more money will signifi- 
cantly resolve the problems with this Program. Most of the 
comments justified that this is simply a poorly designed Program. 


The general concensus regarding this Program is that, while it is making a 
contribution to resolving the overall problem of Indigent Care, the money 
could be more effectively and efficiently used elsewhere. 
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Some of the recommendations for alternative uses of this money are as 


follows: 


о 


Utilize these funds to expand the Medicaid Program. 


Direct payments to the county public health units so that they can 
expand current programs or develop new ones. Let them hire 
additional staff that would make it psosible to increase direct 
services to the indigent population. 


The overriding recommendation was to identify the best of the 
existing indigent care programs and then utilize these medically 
needy funds to further improve them. These programs can be 
identified through both local review and recommendations or through 
the use of a "Request for Proposal" process. The recommendation 
would support the expansion of existing programs in lieu of develop- 
ing new programs that would further fragment the system. 


Question £4: Are there critical problems with the availability/accessibility of 
selected provider types? 


At this point in history, the problem of availability for selected provider and : 


service types is not system-wide. | However, everyone predicted that the 
problem will continue to worsen if major intervention efforts are not initiated 
immediately. 


With respect to the indigent and medically needy, there are severe availabili- 
ty problems with the following selected provider types: 


о 


о 


о 


Specialty physicians: Especially obstetricians, trauma physicians, 
neurosurgeons and orthopedic physicians. Of these, the problem with 
obstetricians is critical in all counties. In the case of Okeechobee 
County, they have not had any obstetricians for several years. 
Overall, the absence of a secondary and tertiary care system for 
indigents is a major problem. 


Primary Care: This is still a significant problem throughout the 
District. Most counties do not provide a significant level of primary 
care services. In this District, hospital emergency rooms are still a 
major provider of primary care to the indigent and medically needy 
population. It is well known that this is the most expensive of all 
options for the provision of primary care services. Greater resources 
must be directed toward the development of a less costly and more 
accessible primary care system without ignoring the needs of the 
existing programs. 


Psychiatric and Substance Abuse Services: In the case of Indian 
River County, these services, specifically inpatient care, are not 
readily available for the indigent population. However, in those 
areas of the District that have a well defined and available mental 
health system, the need and demand for the system is completely 


overpowered by the cocaine epidemic that is occurring in this part of 
Florida. 
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The major portion of the testimony centered on access problems as opposed 
to availability. In most cases, the District can be considered as having 
abundant health care resources. Some of the major factors which are acting 
as barriers to the receipt of health care by the indigent and medically needy 


are: 


0 


0 


ө 


0 


Interhospital transfer problems: In the case of some types of 
specialty care (burn units) there is a lack of available beds. 
However, there is an overriding problem with the unwillingness of 
the receiving hospitals to take patients without some form of 
guaranteed payment. Patient needs mandate that organizational and 
political boundaries will be crossed routinely in order for the patient 
to receive necessary and appropriate care. The ability to pay must 
not be a criteria for the selection of patients to be transferred. 


Minimal physician participation in indigent care programs: Physician 
participation is severely hindered due to: (1) Lack of Medicaid 
personnel to contact by telephone to trouble shoot billing problems 
immediately, (2) Overly complex programs which inhibit physicians' 
participation, (3) Extremely slow claims processing which results in 
either severe cash flow problems or non-payment and (4) general 
reluctance to have indigents as a part of their case loads. 


Overloaded Volunteer Component: Historically, the physician has 
been viewed by society as the primary back-up to assure that all 


persons in need of care receive it. However, the sheer number of 
indigent and medically needy has now reached a point of critical 
mass and for the physicians to continue to act as primary back-up 
would mean ignoring a major portion of their practice. It is 
reasonable for society to expect physicians to devote some of their 
practices to indigent care but not to the exclusion of the rest of 
their practices. This overload is severely impacting the specialty 
physicians because they are so few in number; e.g., six neurosurgeons 
for all of Palm Beach County. For every 1000 patients requiring 
general acute care, a certain percentage will require the services of 
a specialty physician. There are minimal dollars in the current 
system which are targeted to the provision of secondary and tertiary 
care. At some point, critical mass dictates the need for a full 
service, comprehensive health care system for the indigent and 
medically needy that primarily relies on public funding and support 
and not on voluntary physician services. 


Malpractice Crisis: At this time, the problem is severly impacting 
physician participation and must be resolved. 


Value Base Change: This period in history can be labeled the 
"laissez faire" era of the health care industry. Competition, freedom 
of action, and percentage of profit are major driving forces in the 
health care sector. The prevailing attitude is "no pay, no service". 
We have made the transition from the time when whole health 
departments were staffed with volunteer physicians to a time when 
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volunteer physicians are a rarity. In fact, those physicians who still 
provide a significant level of volunteer service will no longer discuss 
it with their peers for fear of ostracism. The promotion of 
competition in the health care industry may provide some short term 
improvements in the health care system such as a broader array of 
services available to the public and possible cost savings but, at what 
cost? The cost may be counted in the reduction in quality of care, 
the discontinuance of needed but unprofitable services, the destruc- 
tion of the volunteer component of our health care system. 


With respect to increasing physicians' participation in Medicaid, some specific 
suggestions were offered: (1) Have all county public health units act as 
billing agents (as they do in Palm Beach County--the physicians bill the health 
department who, in turn, bill Medicaid), and (2) Subcontract the billing system 
to the private sector. 


-23- 


IC 


IC 


Recommendations 


I. 


IV. 


V. 


The malpractice crisis must be resolved. 


RATIONALE: The fear of malpractice liability, whether real or perceived, is 


causing physicians to reduce their level of participation in all areas of the 
health care system. Short term, this is causing a severe shortage of specialty 
physicians which results in a decrease in the availability of these specialized 
services and is killing the projected Trauma System. 


Reduce the fragmentation and complexity of the overall indigent care and 
medically needy system while increasing the flexibility of the local options. 


RATIONALE: Fragmented and complex government programs were uniformly 


identified as an underlying problem from all perspectives. All new initiatives 
developed by the Legislature must be evaluated on the resultant ability to 
reduce the fragmentation and complexity of the current system on behalf of 
clients, program workers and participating providers. 


Flexibility issues center on what portion of a program should be under local 
control. (In a given locality, one existing organization may be the best choice 
for such control but which organization that is can only be determined in that 
locality.) 


Encourage the participation of local government in all phases of the planning, 
development and provision of health care services to the indigent and 
medically needy. 


RATIONALE: All county governments now provide significant monies toward 


either the payment for or the provision of health care services. A formal, 
well planned role must be developed for county government. This role should 
be designed around what each county government can do best. There is a 
critical need to develop (at least, minimally) strategic health planning 
programs for each county government. The continued design and development 
of new health care programs without county government's total participation 
will lead to a continuation of indigent care programs which are not workable 
at the local level and do not meet the health needs of the indigent and 
medically needy. 


Lobby the Federal Government for a national health policy which is suppor- 


tive of a unified local, State and Federal Health Care System for the indigent 
and medically needy. 


RATIONALE: In lieu of a strong national health policy, all State and local 


efforts will continue to be partial solutions, at best. 


Develop a formalized volunteer component for all indigent care programs 
which is supportive of (1) Local community oversight of program development 
and operations, (2) Efficient collection and use of private sector monetary and 
in kind donations, (3) The continuation of volunteer physician efforts in a 
supportive, but not primary, role and (4) The right of all citizens to 
participate in government programs. 
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RATIONALE: Historically, volunteers have represented a major resource that 


could be tapped to support health care services for the indigent and medically 
needy. Every effort must be made to preserve this tradition and fine tune 
the volunteer's role to meet current needs. 


Develop insurance pools or other mechanisms to provide affordable health 
insurance coverage for seasonal workers, part time workers and small business 
employees. Mandating employee participation should be seriously considered. 


RATIONALE: As our national economy changes from an industrial based to a 


service based economy, the number of workers who either have inadequate 
insurance coverage or none is increasing dramatically. Historically, the 
service industry has provided limited health insurance benefits as compared to 
large industries such as the automotive industry. Because health care 
protection is not a day-to-day concern of individuals, participation may have 
to be mandated in the same fashion that participation in the Social Security 
Program is mandated to assure basic retirement benefits. This is substan- 
tiated by research in other States. (See Attachment I) 


. Seek major reforms in the health insurance industry that are supportive of 


(1) The elimination of the abusive sale of "Street" insurance and, (2) Provide 
Stop Loss payments in all insurance policies to eliminate unlimited individual 
monetary liability. 


RATIONALE: Large numbers of insurance policies are sold to low income and 


indigent persons under the pretext that their total health care needs will be 
paid for. When claims are made for payment of hospital bills, those policies 
wind up reimbursing the individuals or hospitals at the rate of only $30 or $40 
per day in the hospital. This practice is leading large numbers of the 
population into believing that they have adequate health insurance coverage 
when, in fact, they do not. 


The inclusion of Stop Loss benefits in insurance policies would primarily 
benefit the low and moderate income individuals. These individuals would 
have enough income to pay for the increased premiums but would not 
necessarily be sophisticated or knowledgeable enough to request or search for 
a policy that contained this benefit. This would prevent the classic catastro- 
phic situation that is faced by young married couples. For example, a 
premature child whose treatment may require an expenditure in excess of 
$225,000, brings the 20% deductible cost to $45,000 which must be paid out 
of pocket. 


VII. Develop a comprehensive indigent health care system that would cover the 


full range of available services including secondary and tertiary care and 
expensive drug treatments. 


RATIONALE: The primary need rests with system guarantees that are 


supportive of the quick receipt of specialty care when needed so that patient 
care is not interrupted or delayed due to an inability to pay. Counties need 
basic catastrophic protection to allow for large numbers of specialty cases or 
patients who require long term treatment with expensive drugs. 
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IX. 


XI. 


XII. 


Continue to support and develop preventive and primary care programs. 


RATIONALE: Preventive programs have the best cost:benefit ratio in the 


long term and the government is best able to provide the majority of these 
services. 


Primary care programs are important because emergency rooms represent the 
most expensive setting for the delivery of these services. 


Increase the State's ability to address major epidemics that severely threaten 
Public Health such as the AIDS and Cocaine (crack) epidemics. 


RATIONALE:  Epidemics of the magnitude of the AIDS and Cocaine epi- 


demics stretch the local resources to the breaking point and markedly impact 
on the routine delivery of health care services. It is essential that the State 
develop the capability to address major epidemics. 


Eliminate the Medically Needy Program and direct the funds to where the 
monies can be more effectively and efficiently utilized; e.g., further expan- 
sion of Medicaid Program, County Public Health Units. 


RATIONALE: Even though the Medically Needy Program is doing some good, 


the preponderance of evidence supports the elimination of the Program and 


utilization of the funds to expand existing programs with a proven track 
record. 


Develop a broad-based public (low cost) transportation program to ensure that 
indigents have access to primary and acute care services. 


RATIONALE: Currently, transportation is available on a fragmented basis. 


Some programs may purchase vans for transportation of indigents while others 
may provide vouchers to utilize local taxi services. This is a long-standing 
problem which should be looked at in its entirety and one transportation 
system should be developed that all indigent care programs can utilize in 
transporting clients to needed health care services. 


XIII. There is a need to increase the ability of both the State Government and 


local health councils to collect accurate and timely data by (1) strengthening 
State laws to mandate that essential data used in health planning and health 
policy development be provided, (2) development of a State center for health 
statistics that will be responsible for a uniform data base and will reduce 
duplication of effort, and (3) increase the funding of existing data collection 
agencies. 


RATIONALE: This need is substantiated by this report wherein some of the 


most current data dates back to 1979 while other data necessary for this 
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report simply does not exist. This is a major problem which plagues the 
development of all plans and documents that are developed by this and other 
local councils. 


XIV. Review all indigent care programs from the perspective of increasing physi- 


XV. 


cian, hospital and nursing home participation in these programs. 


RATIONALE: Physician and industry participation in these programs is not 


solely dependent upon high reimbursement levels. Other barriers are overly 
complex programs and slow reimbursement procedures. 


Sliding Fee Scales should be developed for all indigent care programs. 


RATIONALE: Sliding fee scales would resolve the problem of having clients 


who are in serious need of care being denied that care because they fail to 
meet, by a narrow margin, the eligibility requirements. Further, such scales 
would provide a mechanism for programs to be partially self supporting 
because they will bring additional funds into the program. Sliding fee scales 
would also be a first major step in clearly defining an individual's responsi- 
bility for paying for a portion of his/her health care costs. 


XVI. Hospice programs should receive priority in being reimbursed by Medicaid and 


Medically Needy Programs. Serious consideration must be given to developing 
a prepayment program for Hospices under these programs. 


RATIONALE: Hospices depend upon donations for the majority of their 
funding and slow reimbursement from Medicaid and Medically Needy Programs 
can result in severe cash flow problems for them. Further, there is very 
little third party payment (private insurance) that is available for payment of 
Hospice services. 


XVI.Increased public education programs are necessary for both health care 


providers and for the general public in order to increase the effectiveness and 
efficiency of indigent care programs (especially Medicaid and Medically Needy 
Programs). 

RATIONALE: Lack of understanding of the Medicaid and the Medically 


Needy Programs by both the providers and the clients is acting as a major 
barrier to both the care given and the care received. 


XVII. АП indigent care programs (including the medically indigent) should be 


supported through a broad-based tax so that no sector of the total health care 
system is unduly burdened. The promotion of county-wide tax districts for all 
67 counties in the State would be a first major step in providing broad-based 
tax support for indigent care services. 


RATIONALE: The response from all participants in this study was unanimous 


in that a broad-based tax is essential to support existing and future health 
care programs for the indigent and medically needy. 
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XIX.A workable definition of Medical Indigency should be decided upon and 
adopted at the State level. 


RATIONALE: 


A standardized definition of Medical Indigency would enable more meaningful 
assessment and evaluation of various Federal, State, and County programs 
intended to provide healthcare services to indigents. A standard definition 
would also be useful in detecting gaps in service of existing programs. 
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More states providirig: ‚health i insurance for residents 


Reston Times News Service 


"WASHINGTON — While Con- 
Бы is working to protect elderly 
‘people against the costs of cata- 
«Strophic illness, states are estab- 
‘lishing new benefits for children, 
»pregnant women and for working- 
*Bge adults with no access to health 


insurance through jobs, health re-' 


Searchers said. 

‘bc The health insurance system of 
* ite Ynited States is emerging as “a 
М с of state health insurance 
»eystems," said Uwe Reinhardt, pro- 
Mm 


fessor of political economy at 
Princeton University. 

At least 31 million people nation- 
wide had no health insurance in 
early 1986, according to the Census 
Bureau. Workers and their depen- 
dents account for about two-thirds 
of the uninsured. 

James Tallon Jr., majority lead- 
er of the New York State Assembly, 
said, "The traditional system of 
employer-based health insurance is 
unraveling, because more and 
more people work in service indus- 


tries or part-time jobs that do not | 


carry health insurance.” 

Tallon said’ stätes had become 
“laboratories for hew ideas” in 
health policy. The programs are 


being promoted as an investment in ` 


people.. 

Washington state this year estab- 
lished a health insurance program 
for low-income -people, including 
workers who have no insurance. 
Florida, Minnesota and Maine also 
established health programs for 
the indigent, and Massachusetts is 


considering a proposal by Gov. Mi- 
chael Dukakis to guarantee health 
insurance for all state residents. 
Twenty-four states expanded 
Medicaid eligibility to include addi- 
tional pregnant women and chil- 
dren this year, in an unusually swift 
response to a new federal law that 
permits such changes. The law had 
been explicitly requested by South- 
ern governors, who believed it 


` would help reduce infant mortality. 


Medicaid finances health care for 
23 million low-income people.. 


Fifteen states have created spe- 
cial health insurance pools for 
high-risk individuals who cannot 
obtain coverage in the private mar- 
ket. Many state officials said they 
had concluded it was more eco- 


' nomical to help low-income people 


buy private insurance than to pay 
for care after they became ill. 

In the past year, eight states — 
Illinois, Iowa, Maine, Montana, 
New Mexico, Oregon, Tennessee 
and Washington — have joined sev- 
en others in passing laws to create 


insurance pools for people vo 
have been denied standard іпѕ - 
ance coverage because of heart W- 
ments, cancer, high blood pressate 
or other health problems. e 

he state pools, known formaYy 
as comprehensive health insurange 
associations, usually i incur costs ex- 
ceeding the premiums collect&d 
from beneficiaries. The costs abdge 
the premiums are typically p&łd 
through assessments levied on «11 
health insurers doing business а 


the state. = 
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APPENDIX I 


PUBLIC OPINION SURVEY 


SUMMARY OF RESPONSES TO QUESTIONNAIRE 
BY COUNTY 


PAGES 31 - 47 


AVAILABLE ON REQUEST 
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APPENDIX II 


INDIGENT CARE SURVEY - 1987 
BY HOSPITALS BY COUNTY 


Pages 49 - 60 


AVAILABLE ON REQUEST 
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APPENDIX III 


INDIGENT CARE REPORT 
TABLES 
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DISTRICT IX 


TABLE 1 
POPULATION ESTIMATES AND PROJECTIONS BY COUNTY 


Percent Projection Percent Percent 
Census Estimate Increase As Of Projection| Increase | Increase 
4/1/80 4/1/85 1980-1985| Jan. 1, 1988| 4/1/90 1980-1990| 1985-1990 


Indian River,  59,896| _ 76,442] 27.62% | 86,535 | _ 93,087| 55.41% | 
Martin 
Okeechobee 21.1396 
23.6496 
[ District 9” T dd: ) | 1,227,57 51.89% 


| State Total | 9,746, xu 711.287,932| 15. 8295 | 12,224,200 | 12,894,599| 32.3096 | 


11 


DISTRICT ІХ 
АСЕ, RACE AND SEX PERCENTAGES BY COUNTY 


TABLE 2a) | 
4/1/86 


RACE 
| White | Non-White “ле Сгоир | 
75+ 

Indian Rive 3,919 3,181 
Martín 9| 2 927| 2,796 3,882 
1,536. | 3,945 | 509 

>” ШЕҢ toe 

St. Lucie 47,454 


46,805| 50,718| 46,499 — o 021 87,762 194,784] 157,374) 110,939| 36,178 
16,074 
| District 9 HA 849 ЕТІП 819) 67,280} 70,424| 67,267 14,867 129,212 273,827 224,121 153,258| 47,266 | 


11,681) 11,924 9,174 16,436 32,018 25,392 14,568 2,516 


State |_| [ 768,239] 1,390,447] 1,673,484] 3,228,383) 2,405,876] 1,299,949] 441,034| 
TABLE 2 (b) 


DISTRICT IX 
ESTIMATED FEMALE POPULATION 
AGE 15-18 AND 19-44 
BY RACE, BY COUNTY 


JULY 1, 1987 
Females Age 18-44 

Count 
1,621 
1,153 


Okeechobee 4,295 454 
Palm Beach 9,460 2,826. 106,806 20,559 


1,559 16,677 | 4,933 
13,911 4,025 150,963 | 28,720 | 


TABLE 2 (c) i 
: DISTRICT IX 
PROJECTED POPULATION BY АСЕ AND RACE, 1988 


White Age Groups 

Count | Male | Female | Male | Female| 0-4 — | 5-14 ^ [| 15-24 | 25-44 45-64 65-74 75+ 

Em Rive 38,575 39, 565 4,682 4,052 4,769 8,812 — 422 21,716 19,569 3,704 _ 
A 14,717 


farlin | 41,319] 42 1677 10,046 22,145 18,690 4,502” 
Okeechobee| 13,121) een 12,645 4,693 5,546 [I 2671 | 616_ 

Palin Beachy dd 367,526] 31,361| 35,409 168,669 41,826 | 
Stage. ВРЛА н 4,089” 
DISTRICT MAZO 840| 76,519 54,828 | 
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TABLE 2 (d) 
DISTRICT IX ; 
PROJECTED POPULATION BY AGE AND ВАСЕ, 1990: 
Non-White 9 р 
Female] 0-4 | 514 | 15-24 | 25-44 | 45-64 | 65-74 | 
ылас FO See 


DATA NOT AVAILABLE 


TABLE 3 
DISTRICT IX 
PER CAPITA FAMILY AND 
HOUSEHOLD INCOMES BY COUNTY 
1984 


Median 
Household 
National 
Average 


58.8296 14,012 
Palm Beach 16,963 132.8196 19,817 


9,839 77.04% | 15,884 | 
$15,438 120.9095 | $18,930 
$12,773 100.0096 | $17,280 |: 


TABLE 4 
DISTRICT IX | 
EDUCATION, UNEMPLOYMENT AND POVERTY TRENDS 
BY COUNTY 
Educational Attainmen 
By Persons Age 25+ 


Mean Families in Porverty 


Percent Unemploy- (100% and Less) 
ment Percent 
High 4+ Years | Rate 1969 1979 Increase/ 
Count School College 1986 |. 1970 1980 X | (Decrease) 
Indian River -7.0% 


Martin 70.4% 16.0% 6.3% 15.7% -8.4% 
Okeechobee 50.6% 17.7% 13.2% -4.5% 
Palm_Beach 70.7% 17.1% 10.2% -3.5% 


District 69.15% 16.03% 6.85% 12.2% 8.09% -4.1196 | 


62.796 10.996 11.796 20.796 12.396 - 8.496 
66. 796 14.996 12.7% | 99% | -28% 
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TABLE 5 (a) 
DISTRICT IX 
POVERTY LEVELS BY COUNTY 
1979 : 
Family Incomes Family Incomes 
10096 Poverty or Less | 10196 - 12596 Povert 
No. of No. of 96 of 
Count Families Families Families Families 


12.796 
10.596 
19.996 
Palm Beach 6.796 9.6% 
17.3% 
District 25,586 11.66% 
383,450 15.48% | 


TABLE 5 (b) 
DISTRICT IX 
POVERTY LEVELS BY COUNTY 
1987 


Household Incomes 


% of 
Households 


Household Incomes Household Incomes Household Incomes 
100% Poverty or Less 101% - 150% Povert 151% - 200% Povert 


Households| Households| Households| Households| Households| Households} Households 
ees шше шашы ы зы == жаманынан 
[лу] 
Okeechobee ECN: жиғанын 


War 
Palm Beach ү 


DATA NOT AVAILABLE 


TABLE 6 (a) 
DISTRICT IX 4 
RACE AND SEX CHARACTERISTICS OF PERSONS IN POVERTY BY COUNTY 


1979 
Less than or Equal to 100% Povert 
Percent by Race Femate Heads 
Hispanic of Households 
Count C No |% | No | % | No J% | Ne. 1% | Ne. | % 
12.3% 24.7% 
11.19 | 5,105 | 9.0% | 1,515 [33.7% | 364 |214%| 347 | 28.0% 
Okeechobee 17.5% 15.8% 40.0% 19.8% 
Palm Beach 57,395 | 10.1% 6.6% 17.7% 24.9% 
St. Lucie 17.196 11.5% 
state 37 056- [14.0% 05% STE 520%] 
State 1,287,056 | 14.6% | 777,121 10.5% | 452,545 35.7% | 150,141 19.4% | 110,278 32.0% 


TABLE 6 (b) 
DISTRICT IX 
RACE AND SEX CHARACTERISTICS OF PERSONS IN POVERTY BY COUNTY 


1979 
Less than or Equal to 125% Povert 
Percent by Race Female leads 
Hispanic of Households 
Count [ No. — | 9; | No. | | No | М. | % | No | % 
Indian River 10,214 35.096 
Martin 9,9570 | 15.396 35.8% 
Okeechobee 4,058 23.0% 514 46.8% 31.7% 
| Palm Beach 14.2% | 47,230 9.8% 23.5% 32.6% 
St. Lucie 20,228 9,705 14.5% 32.1% 50.1% 
District | 125,564 | | 74263 | | 15187 | | 8,3090 | | 9031 | 
State жақыны ES NER DAA OSA Ёз NNI AER 
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TABLE 6 (c) 
DISTRICT IX 
INCOME IN 1979 BELOW SPECIFIED POVERTY LEVELS 
BY RACE 


Percent of Persons 
Spanish 
Less Less Less | Less Less Less Less Less 
than than than| than than than than than 
Count 75% | 15096 | 200% 75% | 15096 7596 | 15096 | 20096 


16.6% |27.49 26.1% | 57.8% | 73.896 | 31.896 | 49.895 | 60.6% 


17.0% [27.0% 15.7% | 50.5% | 66.0% | 13.196 | 45.2% | 59.8% 

9.9% | 32.4% [46.294 24.7% | 44.4% | 62.6% | 22.2% | 63.2% | 82.8% 

Palm Beach 4.2% | 13.596 122.69 22.5% | 47.6% | 61.2% | 11.896 | 31.2% | 42.796 

St. Lucie 18.9% |31.09 62.796 | 76.396 51.4% 

District GR IIA: тик ES AR A Gee MESSIS. 

£c ee HD жәнен ек жие A A es ee ee 
TABLE 7 


DISTRICT IX 
ACE CHARACTERISTICS OF PERSONS IN POVERTY BY COUNTY 


6 
Up to 10096 of Povert From 101% to 15096 of Povert From 15196 to 200% of Povert 
order | rie | 19030 | 25-64 | ose | traer! Lue | rre | 19094 | 
County Under 19-34 Under | 7-18 PATE Under | 7-18 19-34 
| dion River |: le рар ee 
Mami A aie RE AA pom mw NENNEN 


TABLE 8 
DISTRICT IX 
POPULATION IN NEED OF PUBLIC ASSISTANCE BY COUNTY 


NON-AFDC SOBRA 
Unduplicated | Unduplicated |. Estimated Eligibles* 
Eligibles* Beneficiaries | Eligibles* Beneficiaries 
as of July, 1986 July, 1986 
Count July 1 Elderl 
Indian River |09 | 231 | 9 | e | S S | Е : 
Mein | 159 | 2,049 | ^^ 784 | 13245 | 3  . | 
580 |  — 890 | | ot, |А" 
8146 | 11259 || Y, 17 
[St Lucie | 5137 | 822 | 2,039 | ^ 3,259 | 47 NL | 
District 15949 | 9) 7 | 
355,458 |р] 


“Note: Eligibles is intended to mean estimated number of persons who are qualified for Medicaid whether or not they 
have received a Medicaid card. Beneficiaries mean the number actually certified for Medicaid benefits. 


TABLE 9 
DISTRICT IX 
DISTRIBUTION OF FLORIDA UNINSURED 


i 
Income Level 


Family Income 

Less than Medicaid 
Threshold 

Family Income 
Between Medicaid 
Threshold and Povert 
Family Income 
above Poverty but 
less than 15096 
Povert 


DATA NOT AVAILABLE 
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TABLE 10 (a) 
DISTRICT IX 
PRIVATE PHYSICIANS AND PHYSICIANS' MEDICAID PARTICIPATION, 1986 
Number of Physicians* 

(MO/DO) 
All Specialties 


Number with Paid 
f ` j|Total |Zero |Medicaid | Claims Equal to or 
Count Number | Paid Enrolled [Greater than $1000/Yr. 


Total Amount of Medi- 
caid Reimbursement to 

Physicians (All Types)** 
All Specialties 


Number with More 
than 10 Paid Claims 


[indian River | J68) 9J RF ee ee tttm 8 84,686 

Martin [ПО 88582 fg — --е 67,125 

| Okeechebee | 33]  27| ı7 | I T 2 43,238 
Palm Beach Sar 845| 37 |, 0308, | nAi „у 926,787 
St. Lucie Гар вр во "| 55 LLL u 334,197 
District 811} LU] 397 ES ta $1,456,052 | 

19,396) _ INCITA 1.0 E $37,730,067 


*Excluding physicians practicing in public programs such as county health units and community health centers. 
**Excluding claims paid to physicians practicing in public programs. 


TABLE 10 (b) 
DISTRICT IX 
GENERAL PRIMARY CARE* PHYSICIAN COUNTS AND 
MEDICAID PARTICIPATION, 1986 


Number with Paid Number with Paid 
Claims of Greater Claims Greater than 
: Zero |Medicaid than $1000 but not $5000 in 1986 
County Total | Paid over $5000 


bua River | 3 ae | 2 15. 1  —] 9 —— — ] 
Martin a OR ASA E 10 
[Okeechobee | 15) A 1 
Palm Beach —| 339 | 3] | 124 | E 
St. Lucie [wu | uq] pr 5 
District Т] | 
Siate Sa DAE 100300 007: ` 7 


*General primary care includes family practitioners, general practitioners and internists 
whose practice is largely general practice. 


ABLE 10 (c 
DISTRICT IX 
% OTHER PRIMARY CARE PHYSICIAN COUNTS AND MEDICAID PARTICIPATION, 1986 


TABLE 10 (d) 
DISTRICT IX А 
NON-PRIMARY CARE* PHYSICIAN COUNTS AND 
MEDICAID PARTICIPATION, 1986 


Number with Paid Claims in 
Total |Medicaid 1986 Total 
County Numben Enrolled | $1001 - $4999 $5000 + Dollars 
EE E OSA го 
51,789 


Okeechobee | AU еген жоны 1 13,834 
Palin Beach 536,085 
135,683 
District 1150| 340 | 69 | 35 [$806,792 
State es о ЕЕ | 


*Non-primary care includes all speclalties not reported in Tables 10 (b) and (c). 
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TABLE 11 
DISTRICT IX 
DENTISTS AND DENTISTS DELIVERING 
SERVICE TO MEDICAID PATIENTS, 1986 


Total | Zero |Medicaid Number with Paid Claims Total Medicaid 
County No. Paid |Fnrolled $501 - $1000} $1001 - $3000 | Over $3000 Reimbursement 
Indian River AA AA 1 ТҰ” ы 
[Martin OJ MI 7 LA 2 20,943 
Okeechobee _7| 7 м NEM T ë Oe 1 10,029 
Palm Beach | 553] 103] 31 |] ^ 2 | 4 1|  —14 O 184,704 
| St. Lucie | | ^ 8| ^ 11 | ^" 0 | 4 | 6 | 57,085 
10 27 $ 314,752 = 
6,197 | 1,803 | 1,029 188 $1,884,202 
ABLE 12 (а >” 
DISTRICT IX 
ADVANCED REGISTERED NURSE PRACTIONERS AND CERTIFIED NURSE MIDWIVES AND NUMBER 
nn DELIVERING SERVICE ТО MEDICAID PATIENTS ӘРІ =c mu nur de Sen, _ 
Advanced Registered Nurse Practitioners Certified Nurse Midwives 
Zero [Medicaid | No. of Medicaid [Total Medicaid PRI eg No. of Medicaid [Total Medicaid wi 
Canty Total | Paid |Enrolled | Reimbursements |Relmbursement| Total | Pald |Enrolled | Reimbursements |Relmbursement 
Indian River 131 3 | iS 5 0-5 EA DA OD 0 ES PE 
cafe | 312 3 D E 1,8840 
Okeechobee N A I AN A | -0- 


Palm Beach — — =a [AR наа жи A TSE un сле - 
ШЕНГЕН Sil —e 


AS 
а аа Н РЕ 
‘State 2,134] 179 | 18 TANT $66,028.00 [ 80 | 8,101.60 


. TABLE 12 (b) 

"n DISTRICT IX 
NON-PHYSICIAN PRACTIONERS AND NUMBER DELIVERING SERVICE TO 

MEDICAID PATIENTS - 1986 - 

Chiropracters 


[ _ _ _ Psyehologists* | 
Number Receiving Total Amount Number Keceiving 
Medicaid |Medicaid Reimburse- | Medicaid Medicaid |Medicaid Reimburse- 
Total |Enrolled ment - 1986 Claims. Paid Total ¡Enrolled' ment - 1286 


т CI EE A ANETO з= TA 
Okeechobee A II EA лыг TS A, EZ AAA 
Palm_Beach aw [сы ыы ШЕ АНИНА: re 
St. Lucie жоғ EA, Se, eee DOE ee Coups e HMM. 


| “Excluding Psychologists practicing within a community mental health center. 


DATA NOT AVAILABLE 


Total Amount 
Medicaid 
Claims Paid 


TABLE 13 
DISTRICT IX 
HOME HEALTH AGENCIES DELIVERING SERVICE TO 
MEDICAID PATIENTS - 1986 


St. Lucie 
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TABLE 14. 
DISTRICT IX 
AMBULATORY SURGERY CENTERS DELIVERING SERVICE TO 
MEDICAID PATIENTS - 1986 


Unduplicated | | 
Medicaid Amount of 
[ icai Medicaid 
Count i Served Reimbursemen 


| Indiam River | 0 | 0 | 0 | 
[Martin J J ү E жо ese 
| Okeechobee | 0 | 0 | 0 | 


TABLE 15 
DISTRICT IX 
PRIVATE EMERGI-CENTERS/WALK-IN CLINICS 
DELIVERING SERVICE TO MEDICAID PATIENTS, - 1986_ 


TRA Clinics |Medicaid Providers Patients Served 
[indian River | OO 1 | | 
Martin етет N —] 
|__Okeechobee l 0 ү жон 
BE 2 mn 


16 aa 2... 
259 ee eS T 


Total Medicaid 
Reimbursement 


TABLE 16 
DISTRICT IX 
‘ PUBLICLY SUPPORTED CLINICS 
CPIIUs 
Number of.Sites|CHC [МНС Clinic[Migrant [CMHC|Type Sites 

E UTE a жалан жан US 3 ern 
[Martin ы e o NOME. Қо 
—Gkeechobee таа Н P НН 
а RER 
He Пи ВНЕ Lye pe 
| District |  ]| 6| | | 10 | 
ce PERS 1: жәе % “0 EPR 


TABLE 17 
DISTRICT ІХ 
HOSPICES DELIVERING SERVICES ТО 
MEDICAID PATIENTS - 1986 
Services to Medicaid Patients 


No. of Medicaid |No. of Medicaid |Total Amount о 
No. of Enrolled Patlents Medicaid 
Count Hospices Hospices Served Reimbursement 


[indion Ber J — T. анаа ава AAA 

ЖТТ катын MERO жан AICA CAPACITA: UDIN 
CE ARIES ге == 
Palm Co J 22 ( ee Eee 
€: Lucie көне жән ARA ee AAA 
жылы epi шынысынан cl 
See 


— 
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TABLE 18 
DISTRICT IX 
COUNTY HEALTH UNIT SERVICES 10 


86 - 9/87 


Encounters 
Unduplicated [Below 100%|From 100% to mu. he E] Primary 
County Clients Povert 15096 Poverty Total Health |Health 


14,206 
11,341 


56,894 33,945 
54,028 | 12,986 | 41,042 


Okeechobee 11,219 4 NOT 44,359 4,894 39,465 
595,329 | 94,897 | 379,791 


Palm Beach 


Count 


AVAIILABLE 139,157 | 40,807 | 98,351 
889,767 592,594 | 121,574 
ү шақалы OS 


TABLE 19 
! DISTRICT ІХ 
SERVICES FOR FEDERAL AND OTHER HEALTH PR 
LOW INCOME PERSONS - 1986 


OGRAMS FOR 


Federally Funded Health Programs (CHCs) Other Programs 


Unduplicated Unduplicated 
Clients Encounters Clients Encounters 


SACRE 

TARO, 

TAREAS: Hs осыны 
47,802 170,784 


47,802 170,784 
327,876 1,096,942 


TABLE 20 
DISTRICT IX 


MEDICAID SERVICES DELIVERED THROUIGH PUBLIC PROGRAMS - 1986 


ШЕ Federally Funded Health | Community Mental Other Public 
CPHUs Clinics (CHCs) Health Centers Programs* 
Medicaid Medicaid] Medicaid . 1 Medicaid | Medicaid 
County Clients |Reimbursement | Clients |Reimbursement | Clients |Reimbursemeni Clients |Reimbursement 
$ $ 7,989 
| Martin | 0 | | 64 | 13,808 DATA МОТ 
| Okeechobee | ^ 0 | 13,831 
905,262 AVA|ILABLE 
150 131,890 | 
1,230 $1,072,760 | 
| State CT 
“Includes special programs such as county-funded clinics or volunteer clinics. 
TABLE 21 
; DISTRICT IX 
MEDICAID SERVICES DELIVERED IN ALTERNATIVE DELIVERY SITES - 1986 
Health Maintenance Organizations 
State Sponsored HMUs Private HMUs 
I Medicaid Medicaid ` Medicaid | Medicaid 
Medicaid Medicaid Subscri- Reim-  |Total Subscri- | Reimburse- 
an Clients |Reimbursement | bers Encounters bursement|Subscribers bers ment 
ndian River SE em ES E а ы cc кет тән A ae 
A EE жарт жен RNC UNE eR жін жен кт 
| Okeechobee | 0 ^| ^ 0 ^ | 9 | Y 0 | SS 
| Palm Beach | 0 | 0 | 4302 | 18221410 ATI. жинап 
LStLude о AAA 8 ГГ 
District o | _ LL LLL 4300 I ^ a OOO OOO 
MERA DORE MEA NO ү т ——т EEE 
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TABLE 22 
DISTRICT IX 
MEDICALLY NEEDY SERVICES 
JULY J, 1986 - JULY 1, 1987 
Medically Needy Services 


Hospital Services 
Certified as 


Count Eligibl Clients |Reimbursement| Clients |Reimbursement 


e 
Indian River $ 59,584 
| Martin J ^ 211 | 44]| 4636 | 72] 185,039 
| Okeechobee | ^ ^ 394 | 21 ]| 5452 ^| 10 | 98,378 
243,670 


Total Clients 


St. Lucie 8,856 260,137 

District 1,621 | 381 | 46,261 $ 856,809 

39,458 14,013 | $1,903,245 10,792 | $18,884,649 
TABLE 23 


DISTRICT IX 
AVAILABILITY OF INDIGENT CARE IN REHABILITATIVE 
HOSPITALS - 1987 


Care Provided to Medicad Clients - 1986 | Uncompensated Care - 12/31/85 
No. of| No. of No. of Patient | Total Total Charges for 
Count y/Facility Beds |Admissions |Days: Reimbursement Uncompensated Care 
DE МЕЕ ОБ БЕНИ |$ 0 | 
WU ТЕМЫ REA NN EN ннен 


Indian River $ 0 
| Martin ____|_0 | 0 
[ Okeechoe | 0 | 0 | 0o | 0 | 0 
[Palm Beach |. 0 | 0 | 0 | o0 0 
"а шее, corr 0 
27 1 ol 0 | ee көке жері 0 
$48,136.00 
TABLE 24 
DISTRICT IX ? 
AVAILABILITY OF INDIGENT CARE IN 
OTHER SPECIALTY HOSPITALS* - 1987 
Care Provided to Medicaid Clients Uncompensated Care 
July 1, 1986 - June 30, 1987 7/1/86 - - - 6/30/87 


No. of | No. of No. of Patient Total Charges for 
Count y/Facilit Beds Admissions | Da "Reimbursement | Uncompensated Care 


[Indian River | 0o] 0) 0). 3 0 | _/ 

BEAR. |а .__ PA 0 

[Okeechobee | 0J 0J аана ан 0 

| Palm Beach || 183. | 0Ш) 0) 0 $ 4,015.895 
St. Lucie | зи қынамен M SO 4 0 
District [з | _ | 0) o | 


*Specialty hospitals include facilities licensed for specialty care such as women's/children's 
hospitals. 
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TABLE 25 
DISTRICT IX 
AVAILABILITY OF INDIGENT CARE IN 
COMMUNITY HOSPITALS - 1987 


Care Provided to Medicaid Clients Uncompensated Care 
1986 12/31/85 
No. of No. of Patient | Total Total Charges for 
Count y/Facilit Beds Admissions Days Reimbursement Uncompensated Care 


Indian River $ 1,322,065 
891,402 
| Okeechobee | 101) 46 | 59 | 224913 | ape 
8,264,025 
3,928,492 1,066,581 

District $ 11,544,073 
645,934 $356,553, 194 

TABLE 26 
DISTRICT IX 
AVAILABILITY OF INDIGENT CARE IN 
FREESTANDING PSYCHIATRIC HOSPITALS - 1986 
Care Provided to Medicaid Clients - 1986 Uncompensated Care 
12/31/85 

County/Facilit Beds Admissions | Da bursement Uncompensated Care 
ЕДЕ ONES Ж eel ЖИЕН QUIS ee AMEN A 0 
ee EA AA DENM OA ae EET OS 0 
Wo A A ee АННИ 0 
‚Рай бе. Ы. Ж БӨБЕК AS EDEN NNNEEE 0 
St. Lucie ү СЕ Бы DUE E EE A A БЕР ст; 
|Distriet______| 87 | 0 | 0 | 0 |1 $1251645 
| State |19) 0 | 0 | 20 | $2,490,687 
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TABLE i? 
DISTRICT IX 
AVAILABILITY OF iNDICENT CARE SN 
NURS/NC HOMES - ¡FAS 
Cone Ргсмсес!о wediccic Clienis | Uncompenscied Core 
i £86 1&6 


Uxsuplicoied To:ol ; F66 
Mediccid Ы ediccid Totol Carpes for 
Co.ntv’Feciliiv Fecidenis Feimburse men! rsoted Core 


INDIAN ЕЛІК 
Flonoc Sepi:st Retirement home 
Indian River Vit;icce Cone Cenier 
Rosol Fz:m Conwelescent Center 
Vero Beech Core Cenier 
Indian River Con!v 
MARTIN 
Hobe Sound Cericine Vilicoe 120 | 70 
Salemo Bey Honor IESNZTE 2pe, Lr d 
Morin County 4.4! 22% | 26,820! 
OKEECHUEEE 
Okeechoowe Heclth Core Fecility ) В 
Oxeechotce Соғ: у PE | 116 Es 
PALM EEACH 
Founicus Nursing home 
Manor Coœ of Boce Есіол 
Bors Action Convoicscent Home 
Heoscwbrook Manor of Boca Cove 
Едоехсіс” Pointe Estoles Medical Fociliiy 
Regents Pa of Boco Reton 
St. Andrews Esictes Medical Center 


Hillhe ven Conwlescent Center Deircy Beoch 
Woterfox liecltA center 

Jupiter Ccre Center 

Juditer Convolescence Pcvilion 

Heien Wibes Residence 

Crest Konor Nursing Home 


Lake Жоғіһ Heo!lh Core Center 


Mocien Fekobilitotion Center 


American-Fimish Nursing Hoem 
Mesons Nursing Home 

Regency Hec!L Core Center 
Sutton Place Convalescent Home 
Atlontis Convalescent Center 
Cloces Heoith Core Center 
Royal Manor 
Convoiescent Center o 


.. 
есік, 
io 
.. 
- 
| 


28,221 — 1,427,376.:3 TEE EE O 
the Polm Beoches 


126 40 5,725 478,6: 7.88 | 

[—Heverhill Core Center oT 580566] | —] 
| Номе Core Center E 43 2,309 6,647.51 | 

Joseph L Morse Cenotric Center |р 82 221407] SEF 

1H 101 | 52,508]  185065]I.i€] — 5$ 7] 0 0 0] 
| Lokeside Heolth Center _ 070770 4 2606| юе ү |] 
: 


ra 
| Dorey Holl Nursing Home >> Y 220] 64 роо _ 8256413] o 7] 
14.270] 0.782.241 
4,384 2,825 595,222) $26,335. 453.40] 
ST. LUCIE 1 
| Abbewon Russell Core Center Ср 90 20447] S 741,008.00! : 
| Ft. Pierce Core Center | 76 120 26525] —1,0:6,08€.:C | | 
| Ft. Pierce Core Center | 0| —— 7B | 1S1 — 6,2354) 
5те Manor үлү — 64 | 
[PL St. Lucie Conveiescent Center Y iR | 123 foero ск ү | 
SL Lucie Cont $37| 5р6 1128,8711 $ 4,615,146.121 
1 
DISTRICT TOTAL 57% 4,025 841,663) 525,065,2Е5.У0 
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TABLE 28 
DISTRICT IX 

OTHER STATE FUNDING FOR HEALTH CARE 

1987 : 


Service 


Total Funding es of Services Provided 
Chiidrens' 
Medical 


T 
State Used in Total Outpatient | Outpatient 
Funding | District Clients | Inpatient | Medicoid Other 
Services 


Vocational 

Rehobilita- 

tion 

Special 

Stote Grants 

(specify) 

E ЕН Е b oua xis lo REA 


State 


Manooement 


DATA NOT AVAILABLE 


TABLE 29 (a) 
DISTRICT IX 
INDIGENT CARE FUNDED THROUGH 
CHILDRENS! MEDICAL SERVICES 


Childrens! Medical Services 
Encounters 
Outpatient 


Medicaid 
Reimbursement 


Inpatient 


Martin 
Okee- 


DATA NOT AYAILABLE 


TABLE 29 (b) 

DISTRICT IX 

INDIGENT CARE FUNDED THROUGH 
VOCATIONAL REHABILITATION 

1956 


Medicaid 
Reimbursement 


Indian River ne 
ee En 
Okeechobee pee oo 
Polm Beach курс en 
„ыш т RENE 
District ees, зен с = 


DATA NOT AVAILABLE 


a 


TABLE 29 (c) 

DISTRICT IX 

INDIGENT CARE FUNDED THROUGH 
BAKER ACT = _1986 


Reimbursement | 


| Indian River | | Indian River | 

| Martin | 

oe ee — DATA NO 
Palm Beach 

St. Lucie AV} 


| State | 


TABLE 29 (d) 


DISTRICT IX 
INDIGENT CARE FUNDED THROUGH 
HILL BURTON 


Value of 
Services 
B NIC | Obligation Rendered 


Patients 
Served 


ier s River 
| Martin | DATA [| 374438 | DAT A 
Okeechobee Fi s i L 
Palm Beach 
St. Lucie _ Q |ABLE 
[ District | Cd 438,038] 
| State | .— 1| $21,417,429 
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INTRODUCTION 
EPIDEMIOLOGY OF HIV 


Acquired Immune Deficiency Syndrome (AIDS) is the result of a virus that attacks 
the body's immune system, adversely affecting a person's ability to fight other 
diseases. The AIDS virus has been referred to by one of several names given by 
the scientific community: Human Immunodeficiency Virus (HIV), Human T- 
Lymphotropic Virus Type III (HTLVIII), or Lymphadenopathy Associated Virus 
(LAV), with HIV being the most commonly used. All three labels refer to 
information denoting a virus that attacks white blood cells, known as T-Lympho- 
cytes, in human blood. Once an infected individual becomes unable to ward off 
germs, a result of a disfunctional immune system, he or she becomes vulnerable to 
infection by bacteria, protozoa, fungi, and other viruses and malignancies which 
may cause life threatening illness such as pneumonia, meningitis, and cancer. 


AIDS was first detected in 1981 and the term, "Immune Deficiency Syndrome", 
was first used to describe the disease in 1982. The Center for Disease Control 
(CDC) defines AIDS as an illness characterized by: (1) One or more of several 
opportunistic diseases that are, at least moderately, indicative of underlying 
cellular immunodeficiency, and (2) the absence of all known underlying causes of 
cellular immunodeficiency other than Human Immunodeficincy Virus (HIV) infec- 
tion and the absence of all other causes of reduced resistence reported to be 
associated with. at least, one of those opportunistic diseases. 


In addition to individuals suffering from conditions which meet the CDC's 
definition of AIDS, there are many who exhibit a wide range of symptoms that are 
associated with HIV infection. These individuals are characterized as having 
AIDS-Related Complex (ARC). ARC is a condition caused by the AIDS virus in 
which the patient tests positive for AIDS infection and has a specific set of 
clinical symptoms. However, ARC patients! symptoms are often less severe than 
those with classic or full-blown AIDS. Signs and symptoms of ARC may include 
loss of appetite, weight loss, fever, night sweats, skin rashes, diarrhea, tiredness, 
lack of resistance to infection, or swollen lymph nodes." For every known case of 
AIDS, it has been estimated that ten individuals suffer from ARC. It is estimated 
that 3096 to 4096 of ARC patients develop Full-blown AIDS. 


A third group who have been infected with HIV but have no physically apparent 
symptoms of illness are generally referred to as HIV seropositive. Individuals who 
are HIV seropositive are capable of spreading the virus to others. It is estimated 
that the time period between transmission of the virus and the development of 
antibodies to HIV, known as seroconversion, is generally between six and eight 
weeks. The time in which seroconversion is eventually accompanied by evidence 
of immune deficiency can be as much as ten years. Average incubation has been 
estimated to be five years.” The lengthy incubation period combined with limited 
epidemiologic surveillance has made it very difficult to estimate the number of 
those within the population actually infected with the AIDS virus. Somewhere 
between fifty and one hundred individuals are estimated to be infected with the 
virus for each known case of AIDS. If those estimates are correct, then the 
figures for District IX would look like Figure 1. 


The virus that causes AIDS is transmitted through sexual contact and exposure to 
infected blood or blood components and, perinatally, from mother to neonate. HIV 
has been isolated from blood, semen, vaginal secretions, saliva, tears, breast milk, 
cerebrospinal fluid, amniotic fluid, and urine and is likely to be isolated from 
other body fluids, secretions, and excretions. However, epidemiologic evidence 
has clearly implicated only blood, semen, vaginal secretions, and, possibly, breast 
milk in transmission. 


ww. 


Figure 1: 
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ШҮ POSITIVE 


Estimated 1,750 Cases 
(No. of AIDS Cases x 50) 


SL Lucle County 


AIDS was once thought to be a threat, primarily to homsexual men and to 
intravenous drug users who share needles. Evidence is pointing to its spreading to 
the broader population. By 1987, there were more heterosexual cases reported in 
Florida than there were homosexual cases three and one-half years earlier. 
Heterosexual AIDS comprise 15% of all cases in Florida; the majority are 
immigrants from Central Africa and the Caribbean where heterpsexual transmis- 
sion is thought to play a major role in the spread of the disease. 


The number of cases of AIDS among minority groups is disproportionate to the 
representation in the general population. Eighteen percent of all persons in the 
United States are black or Hispanic but these groups comprise nearly 4196 of 
HIV-related cases. Furthermore, 7396 of female cases and 7696 of pediatric cases 
are found among these minority groups. ? Half of all Florida cases are members of 
minority groups; 38% are black and 12% are Hispanic. 


To date, most cases of AIDS have occurred in people belonging to the following 
categories or risk groups: 
1. sexually active homosexual or bisexual men, 
2. present or past abusers of intravenous drugs, 
3. persons with hemophilia or other persons receiving blood or blood 
products, and 
4. persons who have had intimate sexual contact with a person who has 
AIDS or AIDS-Related Complex. 


The proportional distribution of people with AIDS (PWAs) across risk groups is 
changing across the country. According to the CDC, as of January, 1987, 6596 of 
all cases, nation-wide, were homosexual/bisexual men; 1796 were intravenous drug 
abusers; and 8% were homosexual/bisexual men who also used drugs. While 
homosexuals still comprise 5796 of newly reported cases, the incidence of newly 
reported cases within this group has declined. In contrast to this, intravenous 
drug abusers now comprise 19% of all cases and 24% of cases reported since 
January, 1988. Stability of cases across remaining risk groups continues: 796 of 
all cases occur in homosexual/bisexual men who use drugs; 496 in transfusion 
recipients; 496 in high risk heterosexuals (those having multiple sex partners or. 
partners from other risk groups); and 396 in patients with no identifiable risk. 
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DISTRICT PROFILE 


As of June, 1989, 947 adult and pediatric cases of AIDS had been reported in 
District IX (See Table II). Of the 947 reported cases, there have been 602 deaths, 
or a fatality rate of 64%. Approximately 12% of AIDS cases in Florida have 
occurred in District IX. 


Palm Beach County has the vast majority (almost 93%) of reported AIDS cases in 
District IX. After Palm Beach County, the largest number of reported AIDS cases 
is in St. Lucie County (35) which accounts for more than 3% of the District total. 
Indian River, Martin, and Okeechobee Counties, combined, account for less than 
4% of District IX AIDS cases. 


Each year, since the first report of AIDS in 1981, has seen an increased number of 
reported cases over the previous year (See Table II). From 1986 through 1988. 
there have been, respectively, 139, 235, and 294 cases of AIDS reported in 
District IX on an annual basis. 


Disease categories relating to the classification of AIDS cases include: Pneumo- 
cystis Carinii Pneumonia (PCP), other diseases without PCP, and Kaposi's Sarcoma 
(KS) By June, 1989, PCP accounted for 43% of District IX AIDS cases, 51% 
involved other diseases without PCP, and 4% were classified Kaposi's Sarcoma 
alone (see Table III). The death rate among categories ranged from 57% to 62%. 


The age distribution of AIDS victims at the time at which AIDS cases were 
reported can be found in Table IV. The highest incidence has occurred in 
individuals in their twenties and thirties. In District IX, 24% of AIDS cases 
involved individuals of age twenty through twenty-nine and 40% of reported cases 
involved individuals from thirty through thirty-nine. 


While infants and children under the age of thirteen represent only 4% of the 
District's total cases of AIDS, their numbers have been increasing and will 
continue to increase as the incidence of AIDS among dominant risk groups 
continues to shift. AIDS is increasingly being contracted through intravenous drug 
use and through heterosexual contact which will result in more females being 
exposed and, in turn, their offspring. 


The number of AIDS cases among blacks in the United States is disproportionately 
large, and is even more pronounced in District IX (See Table V). 


Whites comprise approximately 8796 of District IX's total population. All other 
races total 1396. Of 947 reported AIDS cases, 577, or 6196, have occurred among 
black residents. This is far more than would be expected, based on their number 
within the population. AIDS within the black community is most dramatic in 
western Palm Beach County where, as of January 1, 1989, 9896 of all known AIDS 
‘victims in that area were black (See Table VII). 


Homosexual and bisexual men remain the risk group with the highest incidence of 
AIDS to date (See Table VI) Of District IX's AIDS cases, 3796 of them have 
occurred in homosexual or bisexual men. However, their percent of the total 


number of cases is falling while the percentage of intravenous drug users with 
AIDS and individuals contracting AIDS through heterosexual contact is growing 
larger. District IX AIDS cases spread through heterosexual contact, as a 
percentage of total cases, is almost six times the percentage experienced 
nationwide. The percentage of AIDS cases spread through intravenous drug use is 
also much higher than the State and National distribution. National statistics 
attribute almost 20% of AIDS transmission to IV drug use and, in Florida, the 
figure is slightly more than 1796. However, in District IX, IV drug use is 
responsible for 2696 of total AIDS cases. 
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TABLE I 
CUMULATIVE AIDS CASES 
FOR DISTRICT Ix 
THROUGH MAY, 1989 


Area |Хо. of Cases |% of Dist. Total 
Indian River 


Okeechobee | 4 | 
Palm Beach 


57 
St. Lucie 35 


3.896 


District IX 
Source: Florida Dept. of HRS AIDS Pro- 
gram, Disease Control, State 
Health Office. 


TABLE II 
REPORTED CASES OF AIDS (ADULT & PEDIATRIC) 
AND CASE-FATALITY RATES BY 
HALF-YEAR OF DIAGNOSIS 
DISTRICT IX 
JUNE 7, 1989 


-Haif-Year [Number of Number of |Case-Fatality 
of Diagnosis  — |Cases X  'Deaths |Rate______ 


Before1980 | 0 | 0] екіні 


1980 Jan - June DEE 
July - Dec 

1981 Jan - June 
July - Dec 


1983 Jan - June 100% 
Jul 91% 
1984 Jan - June 100% 
Jul 88% 
1985 Jan - June 89% 
Jul | 79% 
1986 Jan - June 
Jul 
1987 Jan - June 
July - Dec 
1988 Jan - June 
July - Dec ) 
1989 Jan - June 7| — 105 | 28 | т 
Totals 6496 | 


Source: Department of HRS, AIDS Program, Disease | 


Control, State Health Office. 
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TABLE IV 
DISTRIBUTION OF AIDS CASES 
IN DISTRICT IX 
BY AGE 
JUNE 7, 1989 


TABLE Ill 
DISTRIBUTION OF AIDS CASES 
IN DISTRICT IX 
BY DISEASE CATEGORY 
JUNE 7, 1989 
Disease 


Catego Percent 

PCP 
Other Disease Pare 

ae 

[ KS Alone | 41 | 4% | 21 | 51% | 

с 
Listed 

| Total — | 


947 | 10096 602 | 649 


Source: Department of HRS, AIDS Program 
Disease Control, State Health Office. 


Total Cases 


aes ME 


Departmentof HRS, AIDS Pro- 
gram, Disease Control, State 
Health Office. 


TABLE V 
DISTRIBUTION OF AIDS CASES 
IN DISTRICT IX 
BY RACE/ETHNICITY 
JUNE 7, 1989 


Total Cases 


White, not 
Hispanic 326 
77 


Е A 
Hispanic 5 

| Hispanic | 44 | 
| Other | 0 | 
| Unknown | 0 | 


Source: Department of HRS, AIDS Pro- 
gram, Disease Control, State 
Health Office. 


TABLE VI 
DISTRIBUTION OF ADULT AIDS CASES 
IN DISTRICT IX 
BY RISK: ACTIVITY 
JUNE 7, 1989 


Total Cases 


Risk Category 
Homosexual or Bisexual Men 279 


Hemophiliac 


| 6 | 
Heterosexual Contact 


Products 18 
Total 


Percent 


Source: Department of HRS, AIDS Program, Disease Control, State 
Health Office. 


TABLE VII 
AIDS SURVEILLANCE STATISTICS 
FOR ‘THE UNITED STATES 
FLORIDA AND PALM BEACH COUNTY 


94280(90990) 7575(7351) 574(548) | 283(280) 
58% 59% 58% 68% 


# OF % OF Ж OF % OF it OF % OF # OF % OF 
CASES TOTAL CASES TOTAL CASES TOTAL CASES TOTAL 


RISK GROUP (Adult Cases Only) 
Homosexual/bisexual male 
IV drug user 
Homosexual/bisexual IV drug user 
Heterosexual contact 
Born in NIR country 
Hemophiliac 
Transfusion-related 
None of the above 


White (non-Hispanic) 
Black (non-Hispanic) 
Hispanic 

Other 


HRS Palm Beach County Public Health Unit 
Division of Epidemiology & Disease Control 
For Information Please Call 355-4664 
S. Kumar, M.D., MSPH, Director 
K. Morello, R.N., BSN 


( ) cumulative # of cases through previous reporting period 
O indicates no cases 


Statistics as of 05-01-89 
Pediatric = 33 for Palm Beach County, all born of HIV+ Mothers 
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Figure 2. AIDS annual incidence rates per 100,000 population, for cases reported May 1988 
through April 1989, United States 


— Mass. 13.1 

9.6 
. 13.2 
———— NJ. 317 
Del. 12.8 
14.0 
D.C. 84.5 


Legend 


(rate per 
100,000) 


May 1989 
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TABLE VIII 
Acquired Immunodeficiency Syndrose (AICS) 
AIDS cases diagnosised in District IX 
Surveillance Report - 01/17/89 


Adult/Adolescent Pediatric Total 
Disease Category Cases ( %) — Deaths ( $) Cases ( 4) — Deaths ( t) Cases ( X) 
PCP 341 ( 44) 211 ( 62) 10 ( 37) 7 ( 70) 851 ( 44) 
Other Disease w/o PCP ¿el ( 51) 264 ( 68) 17 ( 63) 10 ( 59) 408 ( 51) 
KS Alone S( 5 21 ( 57) 01 0) ot. 31( 5) 
No Diseases Listed 0( 0) 01 .) 0( 0) 0( .) e( 0 
Total 769 1100) 496 ( 64) 27 (100) 17 { 63) 796 (100) 
Aduit/Adolescent Pediatric 

Age Cases [ X] 3. Race/Ethnicity Cases [ t] Cases (051 

Under 13 22 ( 3) White, Not Hispanic 268 ( 34) 0( 0) 

13-19 Wot 1) Black, Not Hispanic 474 ( 62) 25 ( 93) 

20-29 204 [ 26) Hispanic 32 ( 4) 2( 7) 

30-39 311 ( 39) Other 6( 0 oi 0) 

40-49 140 ( 18) Unknown 0( 0) o{ 0) 

Over 49 Weds) j- jj. LL |; É cies | LL 

Unknown 0( 0) Total 769 (100) 27 (100) 

Total 796 (100) 

Patient Groups Adult/Adolescent 

Males ( Y) Females ( Y) 

Homosexual or bisexual Men 279 ( 45) 0( 0) 
Intravenous (IV) drug User 125 ( 20) 81 ( 55) 

Hoao/Bi IV drug User 48 ( 8) 9( 0) 
Henophiliac 6( 1) 0( 0) 
Heterosexual contact 141 ( 23) 57 ( 39) 
Transfusion with blood/products 10 ( 2) %( 5) 

None of the above/Other 12( 2) 2( 1) 

Total 621 (100) 148 (100) 

Pediatric 
Hales ( 5) Females ( t) 

Hesophiliac 0( 0) 0( 0) 

Parent at risk/has AIDS/HIV 17 (100) 16 (100) 
Transfusion with blood/products 91 0) 0( 0) 

None of the above/Other 0{ 0) 0( 0 

Total 17 (100) 10 (100) 
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$15 ( 64) 


Total 
Cases { Y) 


796 (100) 


6( 1) 


769 (100! 


Total I $) 


27 (1001 


— 


Disease Category 

PCP 

Other Disease w/o PCP 
KS Alone 

No Diseases Listed 


Total 

Age Cases ( Y) 
Under 13 35 ( 4) 
13-19 15 ( 1) 
20-29 227 ( 24) 
30-39 381 ( 40) 
40-49 162 ( 17) 

Over 49 129 ( 14) 
Unknown 0( 0) 
Total 947 (100) 


Patient Groups 


TABLE VIII-A 


Acquired Immunodeficiency Syndrome (AIDS) 


DISTRICT IX 


Surveillance Report - 06/07/89 


Adult/Adolescent 
Cases ( X) Deaths ( t) 
400 ( 44) 250 ( 63) 
471 ( 52) 307 ( 65) 
41 ( 4) 21 ( 51) 
0( 0) 0( .) 
912 (100) 578 ( 63) 


White, Not Hispanic 
Black, Not Hispanic 
Hispanic 

Other 

Unknown 


Homosexual or bisexual Men 
Intravenous (IV) drug User 


Ново/Ві IV drug User 
Hemophiliac 
Heterosexual contact 


Transfusion with blood/products 


None of the above/Other 


Hemophiliac 


Parent at risk/has AIDS/HIV 
Transfusion with blood/products 


None of the above/Other 


Pediatric Total 

Cases ( $) Deaths ( $) Cases ( Y) 

11 ( 31) 8 ( 73) 41 ( 43) 

24 ( 69) 16 ( 67) 495 ( 52) 

0( 0) 0( .) 41 4) 

0( 0) 0( .) 0( 0) 

35 (100) 24 ( 69) 947 (100) 
Adult/Adolescent Pediatric 
Cases ( t) Cases ( 1) 
326 ( 36) 0( 0) 
546 ( 60) 31 ( 89) 
40 ( 4) 4 ( 11) 
0( 0) 0( 0) 
0( 0) 0( 0) 
912 (100) 35 (100) 

Adult/Adolescent 
Males ( t) Females ( t) 
338 ( 46) 0( 0) 
146 ( 20) 94 ( 53) 
58 ( 8) 0( 0) 
6( 1) 0( 0) 
161 ( 22) 71 ( 40) 
14( 2) 9( 5) 
13 ( 2) 2( 1) 
736 (100) 176 (100) 
Pediatric 

Males ( t) Females ( X) 
0( 0) 0( 0) 
22 (100) 13 (100) 
0 ( 0) 0( 0) 
0( 0) 0( 0) 
22 (100) 13 (100) 
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Deaths ( X) 


"e 


602 ( 64) 


Total 
Cases ( $) 


----- ----- 


947 (100) 


Total ( $) 


338 ( 37) 
240 ( 26) 


912 (100) 


Total ( $) 


SERVICES AVAILABILITY AND ACCESSIBILITY 


THE CONTINUUM OF CARE FOR PERSONS WITH HIV INFECTION 


Persons infected with HIV will need a broad range of health care 
and social services and it is anticipated that an increasing burden will be placed 
upon the health care delivery system for many years to come. This may be 
| especially true of hospitals which аге —" providing most of the care for 
AIDS patients. The clinical course of AIDS is characterized by a progressive 
decline in the immune system and by repeated and severe episodes of 
opportunistic infections which require hospitalization for diagnosis and 
therapy. Some hospitals which deal with large numbers of AIDS patients have 
established centralized AIDS units, modeled after the first AIDS unit at San 
Francisco General Hospital, but as the epidemic grows, such units will not be 
able to handle all of the AIDS or ARC patients unless sufficient capital 


investment is available for the expansion of these facilities. 


It is generally accepted that the greatest costs of treating 
persons with HIV infection occur during hospitalization. Thus, it is imperative 
that hospital stays be reduced insofar as is possible and appropriate, not only to 
reduce the overall costs of treatment, but о ensure the availablilty of 
resources for other patients. This goal has been hampered by a number of 
problems relating to the limited availability of health care resources and other 
types of facilities in the community. Many AIDS patients have been abandoned 
by their families, significant others, and friends. Others require varying 


degrees of extended care, but very few nursing homes or adult congregate 
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living facilities will accept a patient with AIDS. Finally, there may be limited 


community based services available. 


The goal of coordinated and comprehensive care of persons 
infected by HIV can be most appropriately realized in the integration of 
hospital and outpatient care with community based services, and some 
communities have either established or are in the process of establishing a 
network to integrate these various resources. The broad range of services 
described in the continuum of care are not only needed by patients with AIDS 
but by ARC patients as well. ARC represents a broad and complex range of 
symptoms and may involve complications such as dementia and intractable 
diarrhea which may render ARC patients more incapacitated than some 
individuals with AIDS. Finally, patients with HIV infection who аге 
asymptomatically seropositive may also require increased use of medical 
resources, since they and their physicians will be concerned that a common 
medical condition such as a viral upper respiratory tract infection or bronchitis 
may be due to a potentially fatal infection, and thus more diagnostic testing 


than otherwise would be warranted is performed. 


While individual patient needs may vary, coordinated and 


comprehensive care generally includes the need for the following components: 
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Medical: 


- Testing and Related 
Counseling: 


- Primary Care: 


- Inpatient Acute 
Care: 


- Outpatient Care: 


- Skilled Nursing 
Facility Care: 


- Hospice: 


- Home Health 
Services: 


Under the AIDS Legislation of 1988, voluntary and 
anonymous testing and related counseling will be 
available at every county public health unit and at 
the alternate test sites. 


Provision of services by private physicians, primary 
care centers at county public health units and other 
locations; requires the availability of knowledgeable 
and readily accessible physicians to treat and 
diagnose infected individuals from the asymptomic 
phase through the clinical definition of AIDS. 


Hospitalization for the diagnosis and treatment of 
repeated, severe episodes of opportunistic 
infections. Costs and average length of stay vary 
with the type of opportunistic infection. Currently, 
PCP accounts for the majority of hospitalizations. 


The provision of medical care on an outpatient basis 
is being found to be increasingly more cost 
effective in terms of specific infections, e.a., 
Kaposi Sarcoma, both in terms of treatment and 
diagnostic procedures. Outpatient clinics are the 
principal desired location for drug therapy, 
participation in experimental drug trials, physical 
and occupational therapies. 


This may be a temporary or long term need for 
individuals who require skilled care due to their 
physically debilitated condition and/or acute and 
chronic neurological disorders which can result in 
significantly impaired mental capacity. 


A mix of palliative treatment, pain management, 
emotional support and counseling, respite care and, 
when necessary, inpatient care. 


A key component of a community oriented care plan 
to avoid more costly institutionalized care; includes 
nursing services to provide physical assessment, 
pain management, IV hydration, antibiotic and drug 
therapy. 
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- Mental Health 
Services: 


- Substance Abuse 
Services: 


- Dental Care: 


- Medical Care 
Equipment 


- Drugs: 


Medical Support Services: 


- Casemanagement: 


- General Counseling 
and Support: 


- Respite/Day Care: 


A broad range of services to respond to specific 
patient level of need; can include 


- residential mental health; 

- group therapy; 

-  psychopharmaco-therapy; 

- psychological support for the HIV infected and 
family; and 

- counseling. 


A variety of residential and outpatient services for 
dually diagnosed. 

Essential services since dental problems may be 
increased due to immunological decline. 

Specific equipment as wheelchairs, oxygen, etc, 
may be indicated by physical status of the patient. 
This includes necessary financial assistance in 


purchasing drugs, as well as the availability of 
participating in drug experiments. 


Recognized as the key service in order to develop 
the appropriate, comprehensive mix of services 
needed, in the most cost effective manner. 


These services need to be available to all patients 
within the broad spectrum of HIV infection, their 
loved ones, family, friends, and those individuals 
working with the HIV infection. Subsets of these 
services include a broad range; 

- crisis intervention; e.g, suicide; 

- support groups; patients, family, workers; 

- patient advocacy; and 

- general counseling. 


The availability of these short term services can 
enhance the possibilities of patients living at home. 
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Education: 


Social Services: 


Housing: 


Homemaking 
Services: 


Meals on Wheels: 
Transportation: 


Foster Care: 


Legal Assistance: 


Pastoral and Spiritual 
Assistance: 


Patient, health care worker, and family education 
necessary to teach self or patient care in the home 
setting, and to support the continued availability of 
appropriate care. 


This represents a broad range of living 
arrangements dependent upon the individual's 
physical and mental condition, economic resources, 
presence of family or loved ones, and other 
factors. Subsets of this service include: 


- emergency housing for the homeless and 
displaced; 


- short or long term dependent living; 


- short or long term independent living with or 
without assistance; and 


- group living, e.g., ACLFs. 


These include tasks such as meal preparation, 
cleaning, personal hygiene, and shopping which are 
especially important where the support of family, 
significant others, and friends are lacking. These 
tasks can be assumed by volunteers, e.g., the 
"buddy" system. 


Self-evident 

Self-evident 

Essential services since children with AIDS 
frequently have lost their parents and 
inappropriately remain in hospitals. 

HIV infection can result in numerous forms of 
discrimination as well as the necessity of making 
provisions after one's death. In some cases, living 


wills, power-of-attorney, and other legal concerns 
must be attended to. 


Self-evident. 
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Community Based Services: 


- Hotline: Self-evident. 

- Risk Group Self-evident. 
Education: 

- Public Education: Self-evident 

al-A3 
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HOSPITALS 


District IX Has 21 acute care hospitals, all of which provide services to HIV 
infected patients. (See Appendix) 


Data obtained from the Hospital Cost Containment Board for the fourth quarter 
of 1987 indicates that hospitals in four of the five counties in District IX provided 
inpatient care to patients with a primary or secondary diagnosis indicating AIDS. 
The lone exception was Okeechobee County which, at that time, had only one 
reported case of AIDS. 


During the three month period, sixteen hospitals in the District provided inpatient 
services to AIDS patients; thirteen of which were Palm Beach County hospitals. 
One hundred fifty AIDS patients were treated. The average length of stay was 
thirteen days, and the average charge per discharge was $12,028. A total of 
$1,804,159 in services was provided. 


Generally, AIDS patients utilizing hospital services are very ill and in advanced 
stages of the disease. Further analysis of the three months' data shows that there 
were 63 emergency admissions, 69 were urgent, and 12 were elective. Of 150 
AIDS patients hospitalized, 30 (20%) died in the hospital. 


Accessibility is a concern, especially for those who do not have a payer source for 
needed services. The listed payer sources for 150 AIDS patients were as follows: 
50 commercial insurance, 31 Medicaid, 6 Medicare, and 63 other. The largest 
group classified as other are those primarily paid for by the County's Indigent 
Care Program or those who have received services for which the hospitals did not 
receive any reimbursement. As their numbers grow, so naturally will access 
problems. 


NURSING HOMES 


Nursing home placement for AIDS patients is difficult, at best. District IX has 61 
skilled nursing facilities, yet only one with a dedicated AIDS unit. (See appendix) 
The Palm Beach County Home and General Care Facility in West Palm Beach has 
built a 29-bed wing for AIDS patients. In addition to the Palm Beach County 
Home, only three nursing homes indicated that they were willing to accept AIDS 
patients when surveyed in preparing the "Guide to Nursing Home Charges in 
District IX" (distributed in 1988). Three skilled nursing facilities have indicated a 
willingness to take AIDS patients in Palm Beach County: Health Center at Abbey 
Delray in Delray Beach, Hillhaven Convalescent Center of Delray in Delray Beach, 
and The Joseph L. Morse Geriatric Center in West Palm Beach. 


It is widely agreed that the best setting in which to care for AIDS patients is in 
the home. However, for those who may not have a care giver at home and/or 
may require more intensified services, nursing home care is required although it is 
in short supply. Data from the last quarter of 1987 shows that, of 120 AIDS 
patients discharged from District IX hospitals, only two were discharged to nursing 
homes. 


Access to nursing home care is not only compromised by an apparent unwillingness 
of many facilities to take AIDS patients, but also for those that do, such as the 
Palm Beach County Home and General Care Facility, the staffing of existing beds 
has been very difficult. The Palm Beach County Home has been unable to staff 
the entire 29-bed AIDS unit since it was opened. 
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HOME HEALTH CARE 


District IX has 27 Medicare certified home health agencies as well as 54 licensed 
non-Medicare certified home health agencies. (See appendix) 


Clearly, home health services, when appropriate, are more desirable for the 
treatment of AIDS patients than is institutional care; i.e., hospital or nursing 
home. In addition to a preference of most patients to remain in their homes, 
there is a significant reduction in the cost of care when home health services can 
be substituted for hospitalization or nursing home placement. 


Most District IX home health agencies have indicated a willingness to treat AIDS 
patients. Several agencies are attempting to hire staff with expertise and 
experience in treating patients with HIV infection and, therefore, be able to offer 
care to AIDS patients as an area of specialization. 


Problems in accessing home health services have generally been associated with 
mode of payment, more specifically, an inability to pay or qualify for a third 
party reimbursement source. Another problem may be limited accessibility due to 
the location of a patient's residence. By the time many AIDS patients are in need 
of home health services, personal resources have been depleted. Medicaid 
reimbursement, for those who qualify, is far below customary charges. A bigger 
problem exists for those who do not receive Medicaid or who do not qualify under 
County Indigent Care Programs. While most home health agencies provide some 
free or charity care, it is limited. 


Access to home health services for patients in western Palm Beach County, where 
almost 3196 of District IX AIDS cases have been reported, is problematic because 
a vast majority of agencies are located in coastal Palm Beach County communi- 
ties. Travel time for coastal home health agency representatives serving the 
Glades area, in most cases, exceeds one hour in each direction. 


HOSPICE CARE 


Hospice services are an important element in the continuum of care to AIDS 
patients. Home care, as well as inpatient care, is available to patients in the 
later stages of disease. In addition to care provided to patients, Hospice attempts 
to involve family members or caregiver and provides counseling services to the 
patients and family. Hospices located in Palm Beach County are actively involved 
in providing services to AIDS patients. All District IX hospice programs have 
indicated a willingness to treat AIDS patients. (See appendix) 


PRIMARY CARE 


The predominent source of care for District IX AIDS patients is through the 
respective County Public Health Units. 


Palm Beach County has three sites where services to HIV infected clients are 
provided. The County's AIDS Clinic in West Palm Beach provides services five 
days per week. In addition to the AIDS Clinic, Health Center locations in Belle 
Glade and in Delray Beach see AIDS patients one day per week through the HRS 
primary Care Program. A dental clinic in West Palm Beach also provides dental 
services to HIV infected clients one day per week. 
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Accessibility to services for those residents in need of care in areas served by the 
Delray Beach and Belle Glade sites is a problem. Likewise, accessing dental care 
is difficult for those who are not eligible to receive services at the dental clinic 
in West Palm Beach. Adding to problems of availability and accessibility has been 
the difficulty in attracting and maintaining sufficient staff at the clinics. As case 
loads continue to expand, resources must be found to staff clinics fully and to 
expand operating hours for HIV infected clients. 


The four northern counties of District IX, due to their relative low numbers of 
reported AIDS cases, have yet to experience the strain on services that is felt in 
Palm Beach County. Available services are provided through County Public 
Health Units. Florida Community Health Centers, Inc. has contracted with HRS 
to provide services in Okeechobee, and in Ft. Pierce in St. Lucie County. (See 
appendix) 

CASE MANAGEMENT 


The Comprehensive AIDS Program (CAP) provides case management to AIDS and 
ARC patients. Included under case management are: 


п Home visits for nursing, social services and mental health assessment, 

Bi Home nursing care or hospice, 

m advocacy in procurement of social assistance benefits, 

и Psychological support; опе to one, couples or group therapy, 

и Residential placement оп а limited basis, 

н Medical and dental care, 

m Legal assistance, 

" Food and nutritional supplements, 

m Individual education regarding transmission and health maintenance, 

п Transportation to medical and social service appointments, and 

m Emergency financial assistance on ап availibility basis. 
Presently, CAP is funded at just under one million dollars. The majority of funds 
come from an HRS grant and a Robert Wood Johnson Foundation grant. 
Combined, these grants provide more than $800,000. Additional funds are provided 
through a Florida HRS grant, a grant from the Celia Farrish Foundation, and 
through public donations. 
CAP serves all of Palm Beach County and has offices in West Palm Beach and in 
Belle Glade. Currently, there are no programs in existence providing case 


management to residents of Martin, St. Lucie, Indian River, or Okeechobee 
Counties. 
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AIDS-RELATED SERVICES 


A listing of Aids-Related services in Palm Beach County compiled by the Florida 
Department of HRS, providing pertinent information about area organizations 
serving HIV infected persons can be found on the following pages. 


Following the AIDS-Related Services list for Palm Beach County is a survey of 
Palm Beach County organizations providing educational services. This survey was 
conducted at the AIDS Educators! Consortium organized by the Comprehensive 
AIDS Program for Palm Beach County. 


The final list (following the survey) shows AIDS-Related Services in Martin, St. 


Lucie, and Okeechobee Counties and was compiled by Florida Community Health 
Centers, Inc. 
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AIDS RELATED SERVICES 
PALM BEACH COUNTY 
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SERVICE 


Counseling 


Dental 


Educational 


HIV Testing 


Home Care 


AIDS RELATED SERVICES 
PALM BEACH COUNTY 


ORGANIZATION 


Center for Family Services of Palm Beach Co., Inc. 


Comprehensive AIDS Program 
Belle Glade 
Palm Beach County 


Comprehensive Alcohol Rehabilitation Program, Inc. 


Florida Community Health Centers 

Gratitude 

HIV Prevention Center 

Hospice by the Sea, Inc. 

Hospice of Palm Beach County, Inc. 

Information Forum of Palm Beach County 
Marital Stress and Divorce Center 

Mental Health Association of Palm Beach County 
Palm Beach Co. Health Departmnet 

Veterans Administration Outpatient Clinic 
Western Palm Beach Co. Mental Health Clinic, Inc. 


Florida Community Health Centers 
Veterans Administration Outpatient Clinic 


American Red Cross 
Palm Beach Chapter 
Comprehensive AIDS Program 
Belle Glade 
Palm Beach County 
Crisis Line Information and Referral Services, Inc. 
Father Pierre Dorleans 
Florida Community Health Centers 
HIV Prevention Center 
Information Forum of Palm Beach County 
Palm Beach County Health Department 
Veterans Administration Outpatient Clinic 
Western Palm Beach Co. Mental Health Clinic, Inc. 


Florida Community Health Centers 
HIV Prevention Center 
Palm Beach County Health Department 


Comprehensive AIDS Program 
Belle Glade 
Palm Beach County 
Haitian Catholic Center 
Hospice by the Sea, Inc. 
Hospice of Palm Beach County, Inc. 


Palm Beach Regional Visiting Nurse Association, Inc. 
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SERVICES 


Hospice Care 


Housing 


Legal 


Medical 
Inpatient 


Outpatient 


Mental Health 


Social Services 


Aids Related Services 
Palm Beach County 
(Continued) 


ORGANIZATION 


Hospice by the Sea, Inc. 
Hospice of Palm Beach County, Inc. 
Comperhensive AIDS Program 
Belle Glade 
Palm Beach County 
Human Services and Veterans Affairs 


Palm Beach Regional Visiting Nurse Association, Inc. 


Resident Placement Service 
Hope House of the Palm Beaches, Inc. 


Florida Rural Legal Services, Inc. 

Lawyer Referral Service 

Legal Aid Society of Palm Beach County, Inc. 
Palm Beach County Office of Equal Opportunity 


Glades General Hospital 
HRS 
Children's Medical Services Program 


Palm Beach County Home and General Care Facility 


Florida Community Health Centers 
Glades General Hospital 
HRS 

Children's Medical Services Program 
Human Services and Veterans Affairs 
Palm Beach Co. Emergency Medical Services 
Palm Beach County Health Department 
Veterans Administration Outpatient Clinic 


Mental Health Association of Palm Beach Co. 


Western Palm Beach Co. Mental Health Clinic, Inc. 


Christians Reaching Out to Society, Inc. 
Comprehensive AIDS Program 

Belle Glade 

Palm Beach County 
Consumer Credit Counseling Services of 

Palm Beach Co., Inc. 

Crisis Line Information and Referral Services, Inc. 
Father Pierre Dorleans 
Florida Community Health Centers 
Florida Rural Legal Services, Inc. 
Government Surplus Food Program 
Haitian Catholic Center 
Hospice by the Sea, Inc. 
Hospice of Palm Beach County, Inc. 
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SERVICES 


Social Services 
(Continued) 


Substance Abuse 


Transportation 


Aids Related Services 
Palm Beach County 
(Continued) 


ORGANIZATION 


HRS 
Children's Medical Services Program 
Refugee Services 
Human Services and Veterans Affairs 
Job Service of Florida 
Job Training Partnership Act (JTPA) 
Lord's Place, Inc. 
Palm Beach County Health Department 
Palm Beach County Home and General Care Facility 
Palm Beach County Private Industry Council, Inc. 


Palm Beach Regional Visiting Nurse Association, Inc. 


Resident Placement Service 
Veterans Administration Outpatient Clinic 


Comprehensive Alcohol Rehabilitation Program, Inc. 
Gratitude 


Center for Family Services of Palm Beach Co., Inc. 
Comprehensive Alcohol Rehabilitation Program, Inc. 
Cotran 

Crisis Line Information and Referral Services, Inc. 
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NAME 
American Red Cross, Palm Beach Chapter 


ADDRESS: 

825 Fern Street 

P.O. Box 870 

West Palm Beach, FL 33402 


COUNTY: 
Palm Beach 


EDUCATIONAL SERVICES: 


ALLO 


APPENDIX II 


CONTACT: 
Mary Behr 


TELEPHONE: 
(407) 833-7711 


TYPE OF ORGANIZATION: 


Posters, printed materials, videotapes, and slides in 
English and Spanish are provided to the general population, 
gay/bisexual persons, IV drug users, sex partners of at-risk persons, 


schools and businesses. 


Dy 


NAME: 
Center for Family Services of Palm 
Beach County, Inc. 


ADDRESS: 


2218 S. Dixie Highway 
West Palm Beach, FL 33401 


COUNTY: 
Palm Beach 


COUNSELING SERVICES: 


= == 


CONTACT: 
Linda Bushner/ 
R. Edwin Reed 


TELEPEONE: 
(407) 655-4483 


TYPE OF ORGANIZATION: 


Psychological counseling services in English and Spanish are 
provided to the general population, gay/bisexual persons, sex 
partners of at-risk persons, persons with AIDS or ARC, and 


businesses. 


SOCIAL SERVICES: 


Transportation is provided. 


MISCELLANEOUS INFORMATION: 
Contact persons are: West Palm Bch, 


Boca Raton, 
Jupiter, 
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‘Janice Mcgrath 655-5386 
Barbara Cruse 391-7721 
Patrick Kohn 746-7465 


Se 


NAME: 

Christians Reaching Out to 
Society, Inc. 

ADDRESS: 

4401 Garden Avenue 

West Palm Beach, FL 33405-2599 
COUNTY: 

Palm Beach 

SOCIAL SERVICES: 


Hot meals are delivered. 


ELIGIBILITY CRITERIA: 


Persons must be referred by No 


for a minimum of 3 days. 
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CONTACT: 
Rev. Pamela A. Cahoon 


TELEPHONE: 
(407) 833-9499 


TYPE OF ORGANIZATION: 
Religious 


fees. Provides emergency food 
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NAME: CONTACT: 


Comprehensive AIDS Program Henrietta Anderson 
ADDRESS: ` TELEPHONE: 

132 S. Main Street (407) 996-7059 

Belle Glade, FL 33430 

COUNTY: TYPE OF ORGANIZATION: 
Palm Beach Counseling 


EDUCATIONAL SERVICES: 


Posters, printed materials, videotapes, slides, and speakers bureau in 
English, Spanish, and Creole/French are available to the general 
population, gay/bisexual persons, IV drug users, sex partners of at- 


- risk persons, persons with AIDS or ARC, and schools. 


COUNSELING SERVICES: 


Psychological counseling is available to the general population, 
gay/bisexual.persons, IV drug users, sex partners of at-risk persons, 
and persons with AIDS or ARC. 


MEDICAL SERVICES: 


Outpatient care and hospice services in English, Spanish and 
Creole/French are provided to the same populations listed above. 


SOCIAL SERVICES: 


Skilled/unskilled nursing care, home care, and general assistance are 
.available. 


ELIGIBILITY CRITERIA: 


Persons must be an AIDS or ARC patient, no fees required. 


-30- 


AIDS 


NAME: CONTACT: 
Comprehensive AIDS Program of David—cuney, 

Palm Beach County, Inc. Shauna Dunn 

ADDRESS: TELEPHONE: 

P.O. Box 303084 (407) 582-4357 
Lantana, FL 33465-3084 

COUNTY: TYPE OF ORGANIZATION: 
Palm Beach | Counseling 


EDUCATIONAL SERVICES: 

Posters, printed materials, videotapes, slides, speakers bureau, 
telephone/hotline, TV/radio, and PSAs in English, Spanish, and 
Creole/French are provided to the general population, gay/bisexual 


persons, IV drug users, sex partners of at-risk persons, persons with 
AIDS or ARC, schools, business, and media. 


COUNSELING SERVICES: 

Behavioral change programs and HIV testing are provided to the general 
population. Psychological counseling is available to the general 
population, gay/bisexual persons, IV drug users, sex partners of at- 
risk persons, and persons with AIDS or ARC. 


MEDICAL SERVICES: 


Outpatient and hospice services are available to the same population 
listed above. 


SOCIAL SERVICES: 

Silled/non-skilled nursing care, volunteer home care/assistance, 
respite care/visits, кшарота assistance, and convalescent aids аге 
provided. 


MISCELLANEOUS INFORMATION: 


Information and referrals provided. 
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NAME: 
Comprehensive Alcoholism 
Rehabilitation Program, Inc. 


ADDRESS: 
P.O. Box 2507 
West Palm Beach, FL 33402 


COUNTY: 
Palm Beach 


COUNSELING SERVICES: 


LUD 


CONTACT: 
Robert P. Bozzone 


TELEPHONE: 
(407) 844-6400 


TYPE OF ORGANIZATION: 
Drug € Alcohol 
Treatment Center 


Behavioral change program, and psychological counseling in English 
and Spanish are provided to the general population, gay/bisexual 
persons, IV drug users, sex partners of at- risk persons, and 


persons with AIDS or ARC. 


SOCIAL SERVICES: 


Transportation is available. 
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NAME: 
Consumer Credit Counseling 
Service of Palm Beach County, Inc. 


ADDRESS: 

224 Datura Street, Suite 205 
West Palm Beach, FL 33401 
COUNTY: 

Palm Beach 


SOCIAL SERVICES: 


General volunteer assistance is available. 


MISCELLANEOUS INFORMATION: 


AIUD 


CONTACT: 
Dorothy Kunze 


TELEPHONE: 
(407) 655-0885 


TYPE OF ORGANIZATION: 
Financial Counseling 


Assistance in maintaining or rebuilding credit is provided. 


NET 


AID 


NAME: CONTACT: 


Cotran Irving Cure 

ADDRESS: 7 TELEPHONE: 

Building S-1440, PBIA (407) 686-4558 

West Palm Beach, FL 33406 ` 

COUNTY: TYPE OF ORGANIZATION: 
Palm Beach 


SOCIAL SERVICES: 


Transportation with lift equipped transit buses is provided. 
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NAME: 
Crisis Line Information and 
Referral Services, Inc. 


ADDRESS: 
P.O. Box 15456 


West Palm Beach, FL 33416 
COUNTY: 
Palm Beach 


EDUCATIONAL SERVICES: 


CONTACT: 
Sheryl S. Lenz 


TELEPHONE: 
(407) 686-4000/ 
272-1121 
996-1121 


TYPE OF ORGANIZATION: 
Counseling 


A telephone/hotline is available to the general population, 
gay/bisexual persons, IV drug users, sex partners of at-risk 


persons, and persons with AIDS or ARC. 


SOCIAL SERVICES: 
Transportation is provided. 


MISCELLANEOUS INFORMATION: 


Crisis counseling/information and referral, suicide prevention, 
trained volunteers on telephone 24 hours a day. 
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NAME: | 
Father Pierre Dorleans 


ADDRESS: Za 
317 S.E. 3rd Street Apt.#4 
Belle Glade, FL 33430 
COUNTY: 

Palm Beach 

EDUCATIONAL SERVICES: 


Speakers bureau in Creole/French is 


ALD». 


CONTACT: 


TELEPHONE: 
(407) 996-7231 


TYPE OF ORGANIZATION: 


Religious Support 


provided to the general 


population, sex partners of at-risk persons, and persons with AIDS 


or ARC. 


SOCIAL SERVICES: 


General volunteer assistance and transportation are available. 


ELIGIBILITY CRITERIA: 


Persons must be diagnosis of AIDS or ARC. 
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NAME: CONTACT: 

Florida Community Health Centers Daisy M. Stephens 
ADDRESS: | TELEPHONE: 

3500 45th Street, Suite 12 (407) 684-0600 

West Palm Beach, FL 33407 

COUNTY: TYPE OF ORGANIZATION: 
Palm Beach Health Care 


EDUCATIONAL SERVICES: 
Printed materials, videotapes, and slides in English are available 
to the general population, gay/bisexuals persons, IV drug users, 


sex partners of at-risk persons, and persons with AIDS or ARC. 
Speakers bureau is provided to the general population and schools. 


COUNSELING SERVICES: 


HIV testing and psychological counseling in English and Spanish are 
provided to the same populations listed above. 


MEDICAL SERVICES: 
Outpatient and dental care are available to the same populations 


listed above. 


SOCIAL SERVICES: 


Convalescent aids and transportation are available. 


ELIGIBILITY CRITERIA: 


Fees are based on income. 


zs 


AIDS 


NAME: CONTACT: 

Florida Rural Legal Services, Inc. Ruth E. Dickinson 
ADDRESS: f TELEPHONE: 

439 Fern Street (407) 833-4495 


P.O. Drawer 024457 
West Palm Beach, Fl 33402 


COUNTY: | TYPE OF ORGANIZATION: 
Palm Beach 


SOCIAL SERVICES: 


Public assistance programs are provided. 
ELIGIBILITY CRITERIA: 


No fees. Must meet government eligibility guidelines. Services 
provided from Boca Raton to Jupiter. 
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NAME: 
Glades General Hospital 


ADDRESS: 

1201 S. Main Street 
P.O. Box 9900 

Belle Glade, FL 33430 


COUNTY: 
Palm Beach 


MEDICAL SERVICES: 


iD 


CONTACT: 
Mary Roberts 


TELEPHONE: 
(407) 996-6571 


TYPE OF ORGANIZATION: 
Private Hospital 


Inpatient and outpatient care in English, Spanish, and 
Creole/French are available to the general population, 
gay/bisexuals persons, IV drug users, sex partners of at-risk 


persons, and persons with AIDS or ARC. 


SOCIAL SERVICES: 


Skilled nursing care is provided. 
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NAME: CONTACT: 
Government Surplus Food Program of James T. Peterman 
the Lord's Place 


ADDRESS:. TELEPHONE: 

Bldg. 2, R 160, A.G. Holley Hosp. (407) 582-5666 
Lantana, FL 33462 ext.287 

COUNTY: TYPE OP ORGANIZATION: 
Palm Beach 


SOCIAL SERVICES: 


Surplus foods and general volunteer assistance is available. 


ELIGIBILITY CRITERIA: 


Persons must be in low income status. 


a0: 


LALALA) 


AIDS 


NAME: | CONTACT: 

Gratitude Joan T. Fret 
ADDRESS: i TELEPHONE: 

317 N. Lakeside Court (407) 833-6826 

West Palm Beach, FL 33407 

COUNTY: TYPE OF ORGANIZATION: 
Palm Beach Drug and alcohol 


treatment center 
COUNSELING SERVICES: 
Psychological counseling is available to the female population, IV 
drug users, sex partners of at-risk persons, and persons with AIDS 
or ARC. | ` 
ELIGIBILITY CRITERIA: 


Women must be at least 18 years of age. Alcohol and drug 
rehabilitation services are provided. 
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NAME: 
Haitian Catholic Center 


ADDRESS: m 

425 S.W. 4th Street 
P.O. Box 863 

Belle Glade, FL 33430 


COUNTY: 
Palm Beach 


SOCIAL SERVICES: 


AIDS 


CONTACT: 
Sis. Patricia Downs 


TELEPHONE: 
(407) 996-0483 


TYPE OF ORGANIZATION: 
Support Group 


Home care volunteers, hot meals, non-skilled nursing care, 
financial/general assistance, and transportation are provided. 
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NAME: . 
HIV Prevention Center 


ADDRESS: 

136 S. Main Street 
Belle Glade, FL 33430 
COUNTY: 

Palm Beach 


EDUCATIONAL SERVICES: 


CONTACT: 
David Chandler 


TELEPHONE: 
(407) 996-4357 
996-7233 


TYPE OF ORGANIZATION: 
Health Education 


Posters, printed materials, videotapes, speakers bureau and radio 
PSAs in English, Spanish and Creole/French are available to the 
general population, gay/bisexual persons, IV drug users, sex 
partners of at risk persons, persons with AIDS or ARC, schools, 


businesses, and the media. 


COUNSELING SERVICES: 


HIV counseling and testing is provided to the above listed 
populations in English, Spanish and Creole/French. 


MISCELLANEOUS INFORMATION: 


Referrals made for other related services. 
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AIDS 


МАМЕ: 


Hope House of the Palm Beaches, Inc. 


ADDRESS: 
1616 South Dixie Highway 
Lake Worth, Florida 33460 


COUNTY: 
Palm Beach 


SOCIAL SERVICES: 


Not-for-profit residential facility that provides housing, food, clothing, financial and 


emotional support to individuals with AIDS. 


MISCELLANEOUS INFORMATION: 


CONTACT: 
P.G. "Skip" Ciotti 


TELEPHONE: 
(407) 588-8272 


TYPE OF ORGANIZATION: 
Housing for individuals with 
AIDS 


Hope House is an 8-bed facility. Residence is restricted to PWAs unable to secure 


other housing due to societal or financial difficulties. 


Acceptance for residency is 


contingent upon space availability, a financial needs assessment and proof of non- 


abuse of alcohol or drugs. 
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AIL 


AID» 


NAME: | CONTACT: 
Hospice by the Sea, Inc. Trudi Webb/ 
Don Wilcox 
ADDRESS: | TELEPHONE: 
1580 N.W. 2nd Avenue, Suite #5 (407) 395-5031 
Boca Raton,FL 33432 
COUNTY TYPE OF ORGANIZATION: 
Palm Beach Hospice Care 


COUNSELING SERVICES: 

Psychological counseling in English, Spanish, Creole/French is 
provided to the general population, gay/bisexual persons, IV drug 
users, sex partners of at-risk persons, and persons with AIDS or 
ARC. А 

SOCIAL SERVICES: 

Skilled/non-skilled nursing care, home/respite care, hot meals, 
convalescent aids, general assistance, and transportation are 
provided. 


ELIGIBILITY CRITERIA: | 


Prognosis of one year or less to live, must reside within the 
catchment area. Services provided regardless of ability to pay. 


-45- 


4131 УГ» 


NAME: | , CONTACT: 


Hospice of Palm Beach Co., Inc. Gloria Sutherlin 
ADDRESS: EE TELEPHONE: 
444 Bunker Road (407) 582-2205 


West Palm Beach, FL 33405-3694 


COUNTY: TYPE OF ORGANIZATION: 
Palm Beach Hospice Care 


COUNSELING SERVICES: 


Psychological counseling is provided to the general population, 
gay/bisexual persons, IV drug users, sex partners of at-risk persons, 
and persons with AIDS or ARC. 


MEDICAL SERVICES: 


Hospice care is available to the same populations listed above. 


SOCIAL SERVICES: 


Skilled/non-skilled nursing care, home/respite care, hot meals, 
general assistance, convalescent aids, and transportation are 
available. : Pos 


ELIGIBILITY CRITERIA: 


Accepts Medicaid and Medicare. Sliding fee schedule is used. 


ET 


== 


NAME: ` CONTACT: 


HRS, Children's Medical Services Program Margie Zaleski 
ADDRESS: 4 TELEPHONE: 

5101 Greenwood Avenue (407) 842-5738 

West Palm Beach, FL 33407 

COUNTY: TYPE OF ORGANIZATION: 
Palm Beach Medical 


MEDICAL SERVICES: 


Inpatient and outpatient care is provided to persons with AIDS or 
ARC. 


SOCIAL SERVICES: 


Skilled/non-skilled nursing care and transportation are available. 
ELIGIBILITY CRITERIA: 


Available to persons from birth up to age 21. Payments are 
arranged on a sliding scale. 
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=== 


NAME: CONTACT: 

HRS, Refugee Services Mildred Jones 
ADDRESS: EE TELEPHONE: 

111 Georgia Avenue (407) 837-5081 

West Palm Beach, FL 33401 

COUNTY: TYPE OF ORGANIZATION: 
Palm Beach | Refugee Service 


SOCIAL SERVICES: 


Financial/general assistance and transportation are available. 


ELIGIBILITY CRITERIA: 


Persons must be a refugee or immigrant. 
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AIVI 


NAME: CONTACT: 
Human Services and Dr. A. Thomas White 
Veterans Affairs 


ADDRESS: TELEPHONE: 

810 Dutura Street 2nd Floor (407) 820-4775 

West Palm Beach, FL 33401-5204 

COUNTY: TYPE OF ORGANIZATION: 
Palm Beach Government 


MEDICAL SERVICES: 

Outpatient and hospice care are available to the general 
population, sex partners of at-risk persons, and persons with AIDS 
or ARC. $T 

SOCIAL SERVICES: 


Skilled nursing care, financial assistance (utilities/housing), 
public/general assistance, and convalescent aids are provided. 


ELIGIBILITY CRITERIA: 


Persons must be family of a veteran. Fees are based on income. 
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NAME: 

Information Forum of Palm Bch. County 
ADDRESS: а 

444 Bunker Road 

West Palm Beach, FL 33405 


COUNTY: 
Palm Beach 


EDUCATIONAL SERVICES: 


MIDI 


CONTACT: 
William J. Masin 


TELEPHONE: 
(407) 582-4357 


TYPE OF ORGANIZATION: 
Counseling 


Posters, printed materials, videotapes, slides, speakers bureau, 
and telephone/hotline are provided to the general population, 
gay/bisexual persons, IV drug users, sex partners or at-risk 


persons, and persons with AIDS or ARC. 


COUNSELING SERVICES: 


Psychological counseling is available to the same populations 


listed above. 
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NAME: 
Job Service of Florida 


ADDRESS: 

715 S. Dixie Highway 
West Palm Beach, FL 33402 
COUNTY: 

Palm Beach 

SOCIAL SERVICES: 


Job placement assistance is 


available. 
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CONTACT: 
Carolyn Garvin 


TELEPHONE: 
(407) 655-9675 


TYPE OF ORGANIZATION: 
Governmental 


м. 


NAME: ; 
Job Training Partnership Act (JTPA) 


ADDRESS: =: 

1235 15th Street 

West Palm Beach, FL 33407 
COUNTY: 

Palm Beach 


SOCIAL SERVICES: 


AIL.» 


CONTACT: 
Cynthia Smith 


TELEPHONE: 
(407) 655-8407 


TYPE OF ORGANIZATION: 
Governmental 


Vocational training programs, tuition, child care, and 


transportation are provided. 


ELIGIBILITY CRITERIA: 


Persons must be at least 16 years of age, unemployed and 


economically disadvantaged. 
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NAME: | CONTACT: 


Lawyer Referral Service Patience A. Burns 
ADDRESS: e TELEPHONE: 

105 Narcissus Avenue, #505 (407) 655-4355 

West Palm Beach, FL 33401 

COUNTY: TYPE OF ORGANIZATION: 
Palm Beach Legal Assistance 


SOCIAL SERVICES: 


Legal assistance programs and transportation are available. 


MISCELLANCEOUS INFORMATION: 


Provides legal advice and casework. 
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Loi cad 


ag 


NAME: | CONTACT: 


Legal Aid Society of Palm Beach Co., Inc. Robert A. Bertisch 
ADDRESS: o TELEPHONE: 

116 S. Olive Avenue (407) 655-8944 

West Palm Beach, FL 33401 

COUNTY: TYPE OF ORGANIZATION: 
Palm Beach Legal Assistance 


SOCIAL SERVICES: 


Provides legal assistance (i.e., housing, insurance, disability, 
employment, etc.) 


ELIGIBILITY CRITERIA: 


Provides legal assistance to persons with AIDS or ARC and persons 
with low income. i 
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AIDS 


NAME: CONTACT: 

Lord's Place, Inc. Br. Joseph Ramien 
ADDRESS: ` TELEPHONE: 

P.O. Box 7117 (407) 736-7006 

West Palm Beach, FL 33405 | 

COUNTY: TYPE OF ORGANIZATION: 


Palm Beach 
SOCIAL SERVICES: 
Hot meals, financial assistance (utilities/housing), general 


assistance, and transportation are provided. 


ELIGIBILITY CRITERIA: 


Persons must be homeless. 
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NAME 


Marital Stress and Divorce Center 


ADDRESS: 

328 4th Street 

West Palm Beach, FL 33401 
COUNTY: 

Palm Beach 

COUNSELING SERVICES: 


Psychological counseling is 


drug users, sex partners of at-risk persons, 


or ARC. 


1175 


CONTACT: 
Fran Gabaldon 


TELEPHONE: 
(407) 697-0222 


TYPE OF ORGANIZATION: 
Counseling 


provided to the general population, IV 


3562 


and persons with AIDS 


AIDS 


NAME: | CONTACT: 


Mental Health Association of Palm Bch. Co. David Fairclough 
ADDRESS: ME . TELEPHONE: 

909 Fern Street (407) 832-3755 

West Palm Beach, FL 33401 

COUNTY: TYPE OP ORGANIZATION: 
Palm Beach Mental Health 


COUNSELING SERVICES: 
Psychological counseling is available to the general population, 


gay/bisexual persons, IV drug users, sex partners of at-risk 
persons, and persons with AIDS or ARC. 
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| NAME: 
Palm Beach County Emergency 
Medical Services 


ADDRESS: 

Bldg. S-1170, P.B.I.A. 
West Palm Beach, FL 
COUNTY: 

Palm Beach 


SOCIAL SERVICES: 


AID» 


CONTACT: 
Paul Milelli 


TELEPHONE: 
(407) 697-4070 


TYPE OF ORGANIZATION: 
Medical 


Pre-hospital care and transportation are provided. 


ELIGIBILITY CRITERIA: 


Persons must have a need for emergency medical care. 
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AIDS 


NAME: CONTACT: 


Palm Beach County Health Department James Cobb 

ADDRESS: AF TELEPHONE: 

826 Evernia Street (407) 820-4664 

West Palm Beach, FL 33402 

COUNTY: | TYPE OF ORGANIZATION: 

Palm Beach County Health 
Department 


EDUCATIONAL SERVICES: 

Posters, printed materials, videotapes, slides, speakers bureau, 
and telephone/hotline in English, Spanish, and Creole/French are 
provided to the general population, gay/bisexual persons, IV drug 
users, sex partners of at-risk persons, persons with AIDS or ARC, 
schools, businesses, and to the media. 

COUNSELING SERVICES: 

HIV counseling and testing in English, Spanish, and Creole/French 
is available to the general population, gay/bisexual persons, IV 
drug users, sex partners of at-risk persons, and persons with AIDS 
or ARC.. ; |; 
MEDICAL SERVICES: 

Outpatient care in English, Spanish, and Creole/French is provided 
to the same populations listed above. 

SOCIAL SERVICES: 

Convalescent aids, public assistance programs, and transportation 
services are provided. 


ELIGIBILITY CRITERIA: 


Fees are based on ability to pay 
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NAME: 
Palm Beach County Home and 
General Care Facility 


ADDRESS: 

1200 45th Street 

West Palm Beach, FL 33407 
COUNTY: 

Palm Beach 


SOCIAL SERVICES: 


AIL 


CONTACT: 
Doris L. Orestis 


TELEPHONE: 
(407) 842-6111 


TYPE OF ORGANIZATION: 
Nursing Home 


Skilled/non-skilled nursing care, convalescent aids, general 


assistance, and transportation are provided. 


ELIGIBILITY CRITERIA: 


Persons must be a resident of Palm Beach County, and meet financial 


eligibility guidelines. 
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AIDS 


NAME: CONTACT: 


Palm Beach County Office of Jacqueline Smith 
Equal Opportunity 

ADDRESS: TELEPHONE: 

324 Datura Street, Suite 101 (407) 820-4883 

West Palm Beach, FL 33401 

COUNTY: TYPE OF ORGANIZATION: 
Palm Beach Governmental 


MISCELLANEOUS INFORMATION: 


This agency investigates and resolves discrimination claims. 


EXP 


NAME: 
Palm Beach County Private 
Industry Council, Inc. 


ADDRESS: 

324 Datura Street 

West Palm Beach, FL 33401 
COUNTY: 

Palm Beach 


SOCIAL SERVICES: 


11179 


СОМТАСТ: 
Kenneth Е. Montgomery 


TELEPHONE: 
(407) 659-5213 


TYPE OP ORGANIZATION: 


Vocational training and job placement programs are available. 


ELIGIBILITY CRITERIA: 


Persons must meet poverty income guidelines, no fee is required. 


айды 


NAME: 


Palm Beach Regional Visiting Nurse 


Association, Inc. 
ADDRESS: 

5670 Corporate Way 

West Palm Beach, FL 33407 
COUNTY: 

Palm Beach 


MEDICAL SERVICES: 


AIDS 


CONTACT: 
Marilyn Shifferd 


TELEPHONE: 
(407) 689-7862 


TYPE OF ORGANIZATION: 
Hospice 


Hospice care is available to the general population, gay/bisexual 
persons, IV drug users, sex partners of at-risk persons, and 


persons with AIDS or ARC. 


"SOCIAL SERVICES: 


Skilled/non-skilled nursing care, home/respite care, convalescent 
aids, and general volunteer assistance are provided. 
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NAME: CONTACT: 


Resident Placement Service Jeff Batt 

ADDRESS: TELEPHONE: 

3700 N.W. 27th Court (407) 486-9232 

West Palm Beach, FL 33407 

COUNTY: TYPE OF ORGANIZATION: 
Palm Beach 


MEDICAL SERVICES: 


Inpatient, outpatient and hospice care is available to the general 
population, gay/bisexual persons, IV drug users, sex partners of 
at-risk persons, and persons with AIDS or ARC. 


SOCIAL SERVICES: 


Public assistance programs, financial assistance, and 
transportation are provided. 


MISCELLANEOUS INFORMATION: 


Provides placement in hospice and rehabilitative centers with 
referrals to all types of health care providers. 
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NAME: CONTACT: 
Veterans Administration Outpatient Clinic Yvonne Harvey/ 
Dr. Saymour 


ADDRESS: TELEPHONE: 


301 Broadway (407) 845-2800 
Riviera Beach, FL 33404 

COUNTY: : TYPE OF ORGANIZATION: 
Palm Beach 


EDUCATIONAL SERVICES: 


Videotapes, slides, and speakers bureau are available to the 
general population. 


COUNSELING SERVICES: 
Psychological counseling is provided to the general population, 


gay/bisexual persons, IV drug users, sex partners of at-risk 
persons, and persons with AIDS or ARC. 


MEDICAL SERVICES: 


Outpatient care is provided to the same populations listed above. 
Dental services are available to the general population. 


SOCIAL SERVICES: 


Convalescent aids are available. 


ELIGIBILITY CRITERIA: 


Must be a veteran of the armed forces. 


a ae 


LALI 


NAME: CONTACT: 
Western Palm Beach County Joseph Amato 
Mental Health Clinic, Inc. 


ADDRESS: TELEPHONE: 

1024 N.W. Avenue D (407) 996-8812 

Belle Glade, FL 33430 

COUNTY: : TYPE OF ORGANIZATION: 
Palm Beach 


EDUCATIONAL SERVICES: 


Telephone/hotline in English, Spanish, and Creole/French is 
provided to the general population. 


COUNSELING SERVICES: 
Behavioral change prograns and psychological counseling in English, 
Spanish, and Creole/French are available to the general population, 


gay/bisexual persons, IV drug users, sex partners of at-risk 
persons, and persons with AIDS or ARC. 


MEDICAL SERVICES: 
Inpatient and outpatient care is available: to the general 


population. 


ELIGIBILITY CRITERIA: 


Payments are based on a sliding scale. 
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м 


SURVEY OF EDUCATIONAL SERVICES 
FOR 
PALM BEACH COUNTY 


467- 


MAGGIE BELL, Director of Counseling 


Planned Parenthood 
5312 Broadway 

West Palm Beach, FL 33407 
848-6402 


Mary Kay Murray, Director 


TARGET RISK GROUPS: 


Homosexual/Bisexual 

IV Drug use/CD 

Partners of IVD users/CD 
Prostitutes 


-V Sexually 


active hetero. 


Childbearing women at risk · 


Street outreach 


Homeless 
Jails/prisons 
Hemophilliac 
v _Y Residences(1/2 way houses, 
ACLF's) 
****Adolescents 
Runaway 
Chemical dependency 
Z Sexually active 
****Ethnic Groups 
X Haitian 
Y” Black 
y” Hispanic 
Other: 


ORGANIZATION CHARACTERISTICS: 


-A Volunteer programs 
_Y.HIV antibody testing 
Y _~ private donations accepted 


TARGET EDUCATION GROUPS: 


X Churches 


Business/Corporate 
Older adults 
Civic organization 
(Rotary, Kiwanis, etc) 
****Schools rivate) 
arant groups 
Staff/faculty 
Y” high school students 
younger students 
****Professional Health Care 


ART 
Other health care 


Nursing Homes, Certified Nursing 
****Other groups: Assistence School 


support groups offered 
counseling offered 


AIDS 


qualified for medical C.E.U.’ 


PBC school board approved 
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KAREN BLACKETT, AIDS Coordinator 


11179 


Comprehensive Alcohol Rehabilitation Program 


421 Iris St. 
West Palm Beach, FL 33407 


659-5111 684-9548 (h) 


Robert P. Bazzone, Director 


TARGET RISK GROUPS: 


Homosexual/Bisexual 

IV Drug use/CD 

Partners of IVD users/CD 
v Prostitutes 


_ Sexually active hetero. 


_Y Childbearing women at risk: 


Street outreach 
Homeless 
Jails/prisons 
Hemophilliac 
Y Residences(1/2 way houses, 
ACLF's) 
****Adolescents 
Runaway 
v/ Chemical dependency 
Sexually active 
****Ethnic Groups 
Haitian 
y” Black 
y” Hispanic 
y Other: 


ORGANIZATION CHARACTERISTICS: 


Volunteer programs 
HIV antibody testing 
private donations accepted 


TARGET EDUCATION GROUPS: 
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Churches 
Business/Corporate 
Older adults 
Civic organization 
(Rotary, Kiwanis, etc) 
****Schools 
parent groups 
Staff/faculty 
high school students 
younger students 
****Professional Health Care 


Other health care 


****Other groups: 


support groups offered 
counseling offered 

qualified for medical C.E.U.'s 
PBC school board approved 


JAMES COBB, AIDS Clinic Administrator 


Palm Beach County Health Unit 


3518 Broadway 


West Palm Beach, FL 33407 


(407) -845-4439 


Dr. Ronald Wiewora, Director 


TARGET RISK GROUPS: 


Homosexual/Bisexual 
IV Drug use/CD 
Partners of IVD users/CD 
Prostitutes 
Sexually active hetero. 
Childbearing women at risk 
Street outreach 
Homeless 
Jails/prisons 
Hemophilliac 
Residences(1/2 way houses, 

ACLF’s) 
****AdGolescents 

Runaway 

Chemical dependency 
Sexually active 
****Ethnic Groups 
Haitian 
Black 
Hispanic 
Other: 


ІШІП 


ORGANIZATION CHARACTERISTICS: 
Volunteer programs 


X HIV antibody testing 
private donations accepted 


PRESENTATIONS OFFERED: 


TARGET EDUCATION GROUPS: 


МЇ Churches 
Y Business/Corporate 
Older adults 
е Civic organization 
(Rotary, Kiwanis, etc) 
****Schools 
М parent groups 
x Staff/faculty 
v high school students 
younger students 
****Professional Health Care 
y MD 
V RN/LPN 
PHD 
MSW 


— Y ART 


Other health care 


****Other groups: 


support groups offered 
counseling offered 


211120 


Y 
Y, qualified for medical C.E.U.'s 


PBC school board approved 


*AIDS 101 - General information (question/answer) 


*Community Response to AIDS 
SEVICES OFFERED 


*Pre/Post test counseling 
*Patient care and treatment 
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DONALD CORVETTE, Education Coordinator 


& 
SHAUNA DUNN, Director 


Comprehensive AIDS Program 
3504 Broadway 
West Palm Beach, FL 33407 


(407) -845-4400 833-0142 


Shauna Dunn, 


TARGET RISK GROUPS: 


v Homosexual/Bisexual 
у/ IV Drug use/CD 
v Partners of IVD users/CD 
Prostitutes 
_y Sexually 


active hetero. 


Street outreach 
Homeless 
“/ Jails/prisons 
Hemophilliac 
Residences(1/2 way houses, 
ACLF's) 
****Adolescents 
Runaway 
Chemical dependency 
Sexually active 
****Ethnic Groups 
Haitian 
М Black 
Hispanic 
Other: 


ORGANIZATION CHARACTERISTICS: 
Y” Volunteer programs 


HIV antibody testing 
МЇ private donations accepted 


PRESENTATIONS OFFERED: 


AIDS: Hope for the Future 
AIDS: Questions and Answers 
AIDS: 


Executive Director 


Childbearing women at risk. 


TARGET EDUCATION GROUPS: 


w Churches 
x Business/Corporate 


Older adults 


v Civic organization 


(Rotary, Kiwanis, etc) 


****Schools 


МО parent groups 

v Staff/faculty 

Y high school students 
younger students 


****Professional Health Care 


Other health care 


****Other groups: 


di 


Y support groups offered 
counseling offered 


AID» 


v qualified for medical C.E.U.'s 


Y, PBC school board approved 


Concerns for the Middle School students 


DONNA DiSESA, Continuing Education Coordinator 


Palm Beach Community College 
4200 Congress Ave. 
Lake Worth, FL 33461 


439-8012 968-5254 (h) 


Dr. Robert Eissey, President 


TARGET RISK GROUPS: 


Homosexual/Bisexual 

IV Drug use/CD 

Partners of IVD users/CD 
Prostitutes 
_ Sexually 


active hetero. 


Childbearing women at risk - 


Street outreach 

Homeless 

Jails/prisons 

Hemophilliac 

Residences(1/2 way houses, 
ACLF's) 

****Adolescents 

Runaway 

Chemical dependency 

Sexually active 

****Ethnic Groups 

Haitian 

Black 

Hispanic 

Other: 


** Crack Cocaine Prostitutes 


ORGANIZATION CHARACTERISTICS: 
Volunteer programs 


HIV antibody testing 
private donations accepted 


PRESENTATIONS OFFERED; 


TARGET EDUCATION GROUPS: 


Churches 
Business/Corporate 
Older adults 
Civic organization 
(Rotary, Kiwanis, etc) 
****Schools 
parent groups 
Staff/faculty 
high school students 
younger students 
****Professional Health Care 


Other health care 


AIDS 


Clinical Lab, Dentists, Dental Hygenists 


****Otner groups: pental Assistents 


Radiology Technicians 


support groups offered 
counseling offered 


Y qualified for medical C.E.U.'s 


PBC school board approved 


HIV Instruction for Health Professionals 
* one per month per campus 
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ROSE ETIENNE, AIDS Educator 


Haitian American Center 
3359 Belvedere Road 
West Palm Beach, FL 33401 


471-4139 734-8609 (h) 


Chantal Thomas, Director 


TARGET RISK GROUPS: 


“ Homosexual/Bisexual 
IV Drug use/CD 
Partners of IVD users/CD 
Prostitutes 
/ Sexually active hetero. 


Childbearing women at risk. 


Street outreach 
Homeless 
Jails/prisons 
Hemophilliac 
Residences(1/2 way houses, 
ACLF’s) 
****Adolescents 
Runaway 
Chemical dependency 
Sexually active 
****Ethnic Groups 
v/ Haitian 
Black 
Hispanic 
ther: 


ORGANIZATION CHARACTERISTICS: 


Volunteer programs 
v/ HIV antibody testing 
x private donations: accepted 


411 L^ 


TARGET EDUCATION GROUPS: 


Y Churches 
М Business/Corporate 


Older adults 


Civic organization 
(Rotary, Kiwanis, etc) 


****Schools 


parent groups 

Staff/faculty 

high school students 
younger students 


****Professional Health Care 


Other health care 


****Other groups: 


Tis 


support groups offered 
counseling offered 

qualified for medical C.E.U.'s 
PBC school board approved 


JUDY FLEMING, Chairman/Director 


AIDS 


South Palm Beach Deanery Task Force on AIDS 


3203 Vassallo Ave. 
Lake Worth, FL 33461 


967-1646 


TARGET RISK GROUPS: 


Homosexual/Bisexual 
IV Drug use/CD 
Partners of IVD users/CD 


TARGET EDUCATION GROUPS: 


Episcopal 
vA chure es 


Business/Corporate 
Older adults 


Prostitutes Civic organization 
___ Sexually active hetero. | (Rotary, Kiwanis, etc) 
Childbearing women at risk ****Schools 


Street outreach 

Homeless 

Jails/prisons 

Hemophilliac 

Residences(1/2 way houses, 
ACLF’s) 

***x*Adolescents 

Runaway 

Chemical dependency 

Sexually active 

****Ethnic Groups 

Haitian 

Black 

Hispanic 

Other: 


ORGANIZATION CHARACTERISTICS: 


Y Volunteer programs 
HIV antibody testing 


rivate donations accepted 


PRESENTATIONS OFFERED: 


parent groups 
Staff/faculty 
high school students episcopal 
younger students 


****Professional Health Care 


Other health care 


****Other groups: 


support groups offered 
counseling offered 

qualified for medical C.E.U.’s 
PBC school board approved 


Speakers for Episcopal Churches -- religious responsibilities of 
Christian Community toward victims of AIDS and education 
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JEANETTE FREEMAN, Health Education Coordinator 


Everglades Area Health Education Center (EAHEC) 


3500 45th St. 
West Palm Beach, FL 33463 


684-0600 


Andrew Behrman, Director 


TARGET RISK GROUPS: 


Homosexual/Bisexual 

IV Drug use/CD 

Partners of IVD users/CD 
Prostitutes 
Sexually 


active hetero. 


^ . Childbearing women at risk . 


Street outreach 

Homeless 
Jails/prisons 
Hemophilliac 
Residences(1/2 way houses, 

ACLF's) 
****Adolescents 

Runaway 

Chemical dependency 
Sexually active 
****Ethnic Groups 
Haitian 
Black 
Hispanic 
Other: 


ORGANIZATION CHARACTERISTICS: 
Volunteer programs 


HIV antibody testing 
private donations accepted 


PRESENTATIONS OFFERED: 


AIDS 789 -- lecture, 


GROUPS RECENTLY ADDRESSED: 


Physicians 
Lab personnel 


case 
questions/answers, 


TARGET EDUCATION GROUPS: 


Churches 
Business/Corporate 
Older adults 

Civic organization 


(Rotary, Kiwanis, etc) 


****Schools 


presentations, 
etc. 
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parent groups 
Staff/faculty 


high school students 
younger students 
****Professional Health Care 
MD 
RN/LPN 
PHD 


Other health care 


****Other groups: 


support groups offered 
counseling offered 


LALO 


qualified for medical C.E.U.'s 


PBC school board approved 


panel 


Nurses 
Respiratory therapists 


groups, 


CHARLES P. GAINES, Executive Director 


Wings of Friendship 

3350 N.W. Boca Raton Blvd. 
Suite A-40 

Boca Raton, FL 33431 


1-800-329-CARE (407) -659-4154 


TARGET RISK GROUPS: 


Homosexual/Bisexual 
IV Drug use/CD 
a Partners of IVD users/CD 
— Prostitutes 
Y. Sexually active hetero. 
|  . Childbearing women at risk 
Street outreach 
Homeless 
Jails/prisons 
Hemophilliac 
Residences(1/2 way houses, 
ACLF’s) 
****Adolescents 
Runaway 
Chemical dependency 
Sexually active 
****Lthnic Groups 
Haitian 


LES 


Hispanic 
ther: 


ORGANIZATION CHARACTERISTICS: 


V volunteer programs 
HIV antibody testing 
private donations accepted 


TARGET EDUCATION GROUPS: 


Churches 
Business/Corporate 
Older adults 
Civic organization 
(Rotary, Kiwanis, etc) 
****Schools 
arent groups 

v Staff/faculty 
high school students 
younger students 
****Professional Health Care 


Other health care 


****Otner groups: 


support groups offered 
counseling offered 


PBC school board approved 
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qualified for medical C.E.U. 


LALO 


MICKEY GETTY, R.N., Registered Nurse Specialist 


Florida Atlantic University 
Student Health Services 
Boca Raton, FL 33486 


****Ethnic Groups 
Haitian 
Black 
Hispanic ****Other groups: 
Other: 


(407) -367-3971 391-1723 (h) 
TARGET RISK GROUPS: TARGET EDUCATION GROUPS: 
Y” Homosexual/Bisexual Churches 
y” IV Drug use/CD Business/Corporate 
М Partners of IVD users/CD y” Older adults 
Prostitutes Civic organization 
_v Sexually active hetero. (Rotary, Kiwanis, etc) 
ұ/ Childbearing women at risk ` ****Schools 
Street outreach parent groups 
Homeless „ Staff/faculty 
Jails/prisons high school students 
Hemophilliac younger students 
Residences(1/2 way houses, ****Professional Health Care 
ACLF’s) MD 
****Adolescents RN/LPN 
Runaway PHD 
Chemical dependency MSW 
Sexually active ART 


Other health care 


ORGANIZATION CHARACTERISTICS: 
support groups offered 


Volunteer programs counseling offered 
HIV antibody testing qualified for medical C.E.U.’s 
private donations accepted PBC school board approved 


PRESENTATIONS OFFERED: 


Peer Educator Training Programs 

AIDS education in classroom 

Relationships in the Age of AIDS (for dorms and student 
organizations) 


**Specifically for University Students who fall into many of the 
above catagories 


ys 


AIV 


BARBARA JACOBOWITZ, M.S., Planning/ Development Coordinator 


Hospice by the Sea, Inc. 
1531 West Palmetto Park Road 
Boca Raton, FL 33486 


(407) -395-5031 798-2297 


Trudi Webb, Executive Director 


TARGET RISK GROUPS: 


Homosexual/Bisexual 

IV Drug use/CD 

Partners of IVD users/CD 
Prostitutes 

. Sexually active hetero. 


uL 


Childbearing women at risk · 


Street outreach 
Homeless 
Jails/prisons 
Hemophilliac 
Residences(1/2 way houses, 
ACLF's) 
****Adolescents 
Runaway 
Chemical dependency 
Sexually active 
****Ethnic Groups 
Haitian 
Black 
Hispanic 
Other: 


| 


ORGANIZATION CHARACTERISTICS: 
y” Volunteer programs 


HIV antibody testing 
private donations accepted 


PRESENTATIONS OFFERED: 


TARGET EDUCATION GROUPS: 


Churches 
Business/Corporate 
Older adults 

Civic organization 
(Rotary, Kiwanis, etc) 


****Schools 


parent groups 

Staff/faculty 

high school students 
younger students 


****Professional Health Care 


Other health care 


****Other groups: 


*Hospice patients' families 


v/ support groups offered 
counseling offered 
qualified for medical C.E.U.'s 
PBC school board approved 


AIDS Education for nurses and social workers (in nursing homes) 
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CECELIA MAGAW, Assistant Program Manager 


Palm Beach County Health Unit, STD Program 


3701 Broadway 


West Palm Beach, FL 33407 
(407) -845-4415 
Jadis Porter, Director 


TARGET RISK GROUPS: 


Y” Homosexual/Bisexual 

IV Drug use/CD 

Partners of IVD users/CD 
v Prostitutes 
y Sexually 


active hetero. 


Childbearing women at risk - 


Street outreach 
Homeless 
Jails/prisons 
Hemophilliac 
Residences(1/2 way houses, 
ACLF's) 
****Adolescents 
Runaway 
Chemical dependency 
М Sexually active 
****Ethnic Groups 
Haitian 
xy Black 
Hispanic 
w Other: 


ORGANIZATION CHARACTERISTICS: 
Volunteer programs 


HIV antibody testing | 
private donations accepted 


PRESENTATIONS OFFERED: 


*Presentations designed 
Health Dept. 


TARGET EDUCATION GROUPS: 


Churches 
Business/Corporate 
Older adults 
Civic organization 
(Rotary, Kiwanis, 
****Schools 
parent groups 
Staff/faculty 
Y high school students 
younger students 
****Professional Health Care 


etc) 


****Otner groups: 


*Street Outreach Program 


support groups offered 
counseling offered 


AIL 


qualified for medical C.E.U.'s 


PBC school board approved 


specifically for patients coming into 
for STD Clinic 
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ЖАЛАУЫ; 


CAROL NOEL, Health Educator 

Health Education/Risk Reduction AIDS Program 
1050 West 15th St. 

Riviera Beach, FL 33404 

(407) -355-4651 


Dr. Kumar, Director 


TARGET RISK GROUPS: TARGET EDUCATION GROUPS: 
v/ Homosexual/Bisexual V Churches 
x IV Drug use/CD y Business/Corporate 
Y Partners of IVD users/CD Older adults 
Y Prostitutes v Civic organization 
_y, Sexually active hetero. (Rotary, Kiwanis, etc) 
Childbearing women at risk ****Schools 
Street outreach v/ parent groups 
Homeless ұ/ Staff/faculty 
Y Jails/prisons x high school students 
Hemophilliac younger students 
Residences(1/2 way houses, ****Professional Health Care 
ACLF's) MD 
****Adolescents v RN/LPN 
Runaway PHD 
2 Chemical dependency MSW 
Sexually active ART 
****Ethnic Groups Other health care . 
Y Haitian 
М Black 
Hispanic ****Other groups: 
Other: 


ORGANIZATION CHARACTERISTICS: 
support groups offered 


Volunteer programs v/ counseling offered 
Y HIV antibody testing у qualified for medical C.E.U.'s 
Y private donations accepted Y” PBC school board approved 
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LINDA CHERRYHOLMES PERKINS, Manager, Occupational 


& 
RAE FELLOWS, 


School Board of Palm Beach County 
1500 North Florida Mango Road 


West Palm Beach, FL 33409 
(407)-689-7676 
Thomas J. Mills, Superintendent 


TARGET RISK GROUPS: 


Homosexual/Bisexual 
IV Drug use/CD 
Partners of IVD users/CD 
Prostitutes 
Sexually active hetero. 
Childbearing women at risk - 
Street outreach 
Homeless 
Jails/prisons 
Hemophilliac 
Residences(1/2 way houses, 
ACLF' s) 
****Adolescents 
Runaway 
Chemical dependency 
Sexually active 
****Ethnic Groups 
v пса 
Black 
Hispanic 
Other: 


ORGANIZATION CHARACTERISTICS: 
Volunteer programs 


HIV antibody testing 
private donations accepted 


PRESENTATIONS OFFERED: 


Madatory Health Awarness Programs 


AIDS 


Health Ctr. 


Occupational Staff Nurse 


TARGET EDUCATION GROUPS: 


Churches 
Business/Corporate 
Older adults 
Civic organization 
(Rotary, Kiwanis, 
****Schools 
parent groups 
Y Staff/faculty 
high school students 
younger students 
****Professional Health Care 


etc) 


Other health care 
****Other groups: 
support groups offered 
counseling offered 


qualified for medical C.E.U.'s 
PBC school board approved ' 


(for employees) 
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SUSAN SCOFIELD, R.N., B.S.N., Program Administrator | 


American Lung Association of Southeast Florida 


2701 North Australian Ave. 
West Palm Beach, FL 33407 


(407) -659-7644 


Bill Pfeifer, Director 


TARGET RISK GROUPS: 


Homosexual/Bisexual 

IV Drug use/CD 

Partners of IVD users/CD 
Prostitutes 
_ Sexually 


active hetero. 


Childbearing women at risk . 


Street outreach 
Homeless 
Jails/prisons 
Hemophilliac 
Residences(1/2 way houses, 

ACLF's) 
****Adolescents 

Runaway 

Chemical dependency 
Sexually active 
****Ethnic Groups 
Haitian 


Hispanic 
Other: 


ORGANIZATION CHARACTERISTICS: 
Volunteer programs 


HIV antibody testing 
private donations accepted 


PRESENTATIONS OFFERED: 


624-0031(h) 


TARGET EDUCATION GROUPS: 


Churches 
Business/Corporate 
Older adults 
Civic organization 
(Rotary, Kiwanis, etc) 
****Schools 
parent groups 
Staff/faculty 
high school students 
younger students 
****Professional Health Care 


^/ Other health care 


Laboratory and Respiratory Personnel 
****Other groups: 


support groups offered 
counseling offered 

Y” qualified for medical C.E.U. 
PBC school board approved 


*AIDS '88: What in the Health are we doing? 
*AIDS '89: Workshop for health care professionals. 
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AIDS 


's 


BOB SCOTT, Senior Human Services Program Specialist/Coordinator 
HRS District AIDS Coordinator 


HRS 
111 Georgia Ave., Rm. 104 
West Palm Beach, FL 33401 


(407) -837-5270 


Robert Williams, District Administrator 


TARGET RISK GROUPS: 


Homosexual/Bisexual 
IV Drug use/CD 
Partners of IVD users/CD 
Prostitutes 
_ Sexually active hetero. 
Street outreach 
Homeless 
Jails/prisons 
Hemophilliac 
Residences(1/2 way houses, 

ACLF's) 
****Adolescents 

Runaway 
Chemical dependency 
Sexually active 
****Ethnic Groups 
Haitian 
Black 
Hispanic 
ther: 


ORGANIZATION CHARACTERISTICS: 


Volunteer programs 
HIV antibody testing 
private donations accepted 


SERVICES OFFERED: 


*Counseling 
*Testing 
*Partner Notification 


Childbearing women at risk 


TARGET EDUCATION GROUPS: 


Churches 
Business/Corporate 
Older adults 
Civic organization 
(Rotary, Kiwanis, etc) 
****Schools 
parent groups 
Staff/faculty 
high school students 
younger students 
****Professional Health Care 


Other health care 


****Other groups: 


support groups offered 
counseling offered 


qualified for medical C.E.U.'s 


PBC school board approved 


-83- 


4) 


DALE TAVRIS, Director of Epidemiology and Disease Control 


PBC Health Unit 
1050 15th St. 
Riviera Beach, FL 


(407) -355-4664 


Dr. James Howell, Executive Director 


TARGET RISK GROUPS: 


Y Homosexual/Bisexual 


Y IV Drug use/CD 


Partners of IVD users/CD 


Y Prostitutes 
Sexually active 


hetero. 


Street outreach 
Homeless 
 Jails/prisons 
Hemophilliac 
Residences (1/2 way houses, 
ACLF’s) 
****Adolescents 
Runaway 
Chemical dependency 
Sexually active 
****Ethnic Groups 
Haitian 
Black 
Hispanic 
ther: 


МО Childbearing women at risk ` 


ORGANIZATION CHARACTERISTICS: 


Volunteer programs 
v/ HIV antibody testing 
VY private donations accepted 


TARGET EDUCATION GROUPS: 


v/ Churches 
v Business/Corporate 
Older adults 
Civic organization 
(Rotary, Kiwanis, etc) 
****Schools 
v^ parent groups 
v Staff/faculty 
v/ high school students 
younger students 
****Professional Health Care 
Y MD 
LZ. RN/LPN 
PHD 
MSW 
ART 
v Other health care | 


****Otner groups: 


support groups offered 
counseling offered 


111172 


qualified for medical C.E.U.’s 


PBC school board approved 
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JAYSON TRUSSEL, Trainer 
HRS, STD Program 

111 Georgia Ave., Rm. 104 
West Palm Beach, FL 33401 


(407) -837-5271 


533-0987 (h) 


Jack Wroten, STD program (Tallahassee) 


TARGET RISK GROUPS: 


VW Homosexual/Bisexual 

IV Drug use/CD 

Partners of IVD users/CD 
/ Prostitutes 
./ Sexually 


active hetero. 


Childbearing women at risk. 


Street outreach 
v Homeless 
у/ Jails/prisons 
Hemophilliac 
Residences(1/2 way houses, 
ACLF’s) 
и 
Runaway 
Y, Chemical dependency 
Sexually active 
****Ethnic Groups 
Haitian 


Black 
Hispanic 


Other: 


ORGANIZATION CHARACTERISTICS: 
Volunteer programs 


HIV antibody testing 
private donations accepted 


SERVICES PROVIDED: 


TARGET EDUCATION GROUPS: 


Churches 
Business/Corporate 
Older adults 
Civic organization 
(Rotary, Kiwanis, etc) 
****Schools 
parent groups 
Staff/faculty 
high school students 
younger students 
****Professional Health Care 


ART 
жы Other health care 


STD Counselors 
****Other groups: 


support groups offered 
counseling offered 


LULA 


qualified for medical C.E.U.'s 


PBC school board approved 


*Pre/post HIV test counseling, testing, partner notification 
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DIANA WOLVERTON, Nurse Educator 


St. Mary’s Hospital 
Sanders Hall 

901 45th St. 

West Palm Beach, FL 33407 


(407) -844-6834 


TARGET RISK GROUPS: 


Homosexual/Bisexual 
IV Drug use/CD 
Partners of IVD users/CD 
Prostitutes 
. ..Sexually active hetero. | 
Childbearing women at risk 
Street outreach 
Homeless 
Jails/prisons 
Hemophilliac 
Residences(1/2 way houses, 
ACLF's) 
****Adolescents 
Runaway 
Chemical dependency 
Sexually active 
****Ethnic Groups 
Haitian 
Black 
Hispanic 
Other: 


|| 


ORGANIZATION CHARACTERISTICS: 


Volunteer programs 
HIV antibody testing 
private donations accepted 


PROGRAMS OFFERED: 


*AIDS seminar for nurses, 


personnel, radiologist 


respiratory therapists, 


MIDI 


TARGET EDUCATION GROUPS: 


Churches 
Business/Corporate 
Older adults 
Civic organization 
(Rotary, Kiwanis, etc) 
****Schools 
parent groups 
Staff/faculty 
high school students 
younger students 
****Professional Health Care 


ART 
7 Other health care 


Respiratory therapist, Lab, Radiology 
***xOther groups: 


support groups offered 
counseling offered 

Y qualified for medical C.E.U.'s 
PBC school board approved 


laboratory 
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AIDS 


JAMIE WOODS, Health Education AIDS Superviser 
Health Education/Risk Reduction AIDS Program 
1050 West 15th St. 

Riviera Beach, FL 33404 

(407) -355-4606 588-6662 


Dr. Kumar, Director 


TARGET RISK GROUPS: TARGET EDUCATION GROUPS: 
№ Homosexual/Bisexual Y Churches 
IV Drug use/CD / Business/Corporate 
Partners of IVD users/CD Older adults 
Prostitutes Y Civic organization 
| y” Sexually active hetero. (Rotary, Kiwanis, etc) 
v Childbearing women at risk - ****Schools 
ұ/ Street outreach м/ parent groups 
Homeless Y Staff/faculty 
Jails/prisons v high school students 
Hemophilliac younger students 
Residences(1/2 way houses, ****Professional Health Care 
ACLF's) MD 
****Adolescents Y RN/LPN 
v Runaway PHD 
Y” Chemical dependency MSW 
Y Sexually active ART 
****Ethnic Groups Other health care .— 
v Haitian 
Y” Black 
Hispanic ****Other groups: 
Other: 


ORGANIZATION CHARACTERISTICS: 
* support groups offered 


Volunteer programs v counseling offered 
v HIV antibody testing v qualified for medical C.E.U.'s 
x private donations accepted "| PBC school board approved 
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KYMBERLY WOOTEN, AIDS Coordinator 


American Red Cross 
825 Fern Street 


West Palm Beach, FL 33401 
(407) -833-7711 
Dorothy Kelly, Director 


TARGET RISK GROUPS: 


Homosexual/Bisexual 
IV Drug use/CD 
Partners of IVD users/CD 
Prostitutes 
^ Sexually 


active hetero. 


Childbearing women at risk. 


treet outreach 
Homeless 
Y Jails/prisons 
Hemophilliac 
Residences(1/2 way houses, 
ACLF's) 
****Adolescents 
Runaway 
Chemical dependency 
Sexually active 
****Ethnic Groups 
Haitian 
Black 
Hispanic 
Other: 


**Drug Rehab Programs 
ORGANIZATION CHARACTERISTICS: 
Vll бвар programs 


HIV antibody testing 
private donations accepted 


PRESENTATIONS OFFERED: 


TARGET EDUCATION GROUPS: 


V churches 
Business/Corporate 


Older adults 
Civic organization 


(Rotary, Kiwanis, etc) 


****Schools 


parent groups 
Staff/faculty 
high school students 


younger students 


****Professional Health Care 


****Other groups: 


support groups offered 
counseling offered 


AIDS 


qualified for medical C.E.U.'s 


PBC school board approved 


*Students Teaching Students - high schools 


*AIDS in the Workplace 
*Rap Contest -- high schools 
*Health Fairs 


*Education for non-instructional staff in schools 
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AIDS 


AIDS RELATED SERVICES 
FOR 
OTHER COUNTIES 
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11172 


Dental Services: Мо local dental services for AIDS patients 
available. ` 


Vocational Rehabilitation 
(813) 983-6171 


Provides: available Fridays at Hendry County Public Health 


Unit; will assist in paying medical bills and diagnostic 
tests if they determine that they can get an individual back 
to work. 

Home Care 


333 Comercio Street 
Clewiston, Florida 33440 
(813) 983-6730 


Provides: home health care services (via visiting nurse). 


Martin County 
Indiantown Community Health Center 
16008 S. W. 153rd Street 
P. O. Box 457 | 
Indiantown, Florida 34956 
(407) 597-3596 


Provides: confidential testing and counseling, outpatient 
medical care, referrals, dental services, Spanish 
interpreters available, Medicaid accepted, sliding fee scale. 


Martin County Public Health Unit 
16550 Warfield Blvd. 

Indiantown, Florida 34956 

(407) 597-3687 


Provides: confidential testing, pre апа post test 
counseling, social services, referrals. Does not provide 
Retrovir (AZT). 


Martin Memorial Hospital 
Hospital Drive 

Stuart, Florida 33494 
(407) 287-5200 


Provides: emergency and inpatient services, social worker 
services, diagnostic testing. 


Martin County AIDS Support Group (private) 
(407) 283-7753 Beth Patterson (contact person) 
Provides: limited support counseling, newsletter 


Hotline Martin County 


(407) 286-5966 
Provides: information 


290s 


AID» 


Hospice of Martin, Inc. 
925 S, E. Lincoln Avenue 
Stuart, Florida 33494 
(407) 287-7860 


Provides: support care. 


Nursing Home Care: Martin County nursing homes have the 
right to refuse patients with communicable diseases. 


Martin County Counsel on Aging Transportation System 
2453 Bonita Street 

Stuart, Florida 33494 

(407) 283-2242 


Provides: transportation free to age 60 or greater; nominal 
charge for under age 60 (advance reservations required) 


Indian River Mental Health Center 
200 S. Albany Avenue 

Stuart, Florida 33494 

(407) 283-7070 


Provides: counseling, substance abuse program, referral 
services, sliding fee scale. 


Okeechobee 


Okeechobee Community Health Center 
308 N. W. 5th Avenue 

Okeechobee, Florida 34972 

(813) 763-7481 


Provides: confidential testing and counseling, outpatient 
medical services, dental services, prenatal care, Spanish 
interpreters available, Medicaid accepted, sliding fee scale, 
referrals. 


Okeechobee County Health Department 
501 N. W. 5th Avenue 

Okeechobee, Florida 34972 

(813) 763-3419 


Provides: anonymous and confidential counseling, pre and 
post test counseling, community and school education, 
referrals, Medicaid accepted, AZT not available. 


HCA Raulerson Hospital 
1796 Highway 441 North 
Okeechobee, Florida 34972 
(813) 763-2151 


Provides: emergency and inpatient services, diagnostic 
services. 
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AIDS 


St. Lucie County 
Fort Pierce Community Health Center 
609 N. 7th Street 
Fort Pierce, Florida 34950 
(407) 461-1402 


Provides: confidential testing and counseling, outpatient 
medical services, dental services, prenatal care, Spanish and 
Creole interpreters available, Medicaid accepted, sliding fee 
scale, referrals. 


Florida AIDS Hotline 1-800-FLA-AIDS 
Crisis Line of St. Lucie County, Inc. (407) 878-7737 
Physicians 


Dr. Eavans Duroseau 

506 North 7th Street 

Fort Pierce, Florida 34950 
(407) 466-3101 2 


General Practice - out patient care only, does not prescribe 
AZT. Speaks Creole and Spanish, accept Medicaid 


Dr. Tummala R. Prasad 
2215 Nebraska Avenue #1F2 
Fort Pierce, Florida 34950 
(407) 466-4435 


Board Certified Infectious Diseases, hospital privileges 


Dr. Daniel S. Dennison 
411 E. Osceola Street 
Stuart, Florida 34994 
(407) 286-2560 


Medicaloncology, hematology, internal medicine, hospital 
privileges, accepts Medicaid 


Dentist 

Dr. Gina Dean 

1900 Nebraska Avenue 
Fort Pierce, Florida 34950 
(407) 464 8772 


Must be informed that person is HIV positive before 
treating, accepts Medicaid. 
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Clinics 


St. Lucie County Public Health Unit 
714 Avenue C 

Ft. Pierce, Florida 34950 

(407) 468-3945 


Provides: out-patient medical services, STD clinic, AIDS 
testing by appointment, counseling, support group, referral 
services, educational services, social worker services, 
Spanish and Creole interpreters available, accepts Medicaid, 
sliding fee scale. 


AIDS Resource Education & Assistance 
P. O. Box 160224 

Altamonte Springs, Florida 32716 

(407) 843-4368 


Has material available in Spanish, French, Creole interpreter 
available, 


Counseling/Substance Abuse 


Indian River Community Mental Health Center 
901 North 7th Street 

Fort Pierce, Florida 34950 

(407) 468-5600 

Crisis Line (407) 468-5643 


Provides: out patient individual and group counseling, detox 
unit, 28 day residential substance abuse program, referral 
services, accepts medicaid, sliding fee scale 


Narcotics Anonymous 

St. Andrews Parish 

Fort Pierce, Florida 34950 
(407) 468-4160 


Alpha Health Services 
3530 Okeechobee Road 
Grimes Plaza, Suite 13 

P. O. Box 2256 : 
Fort Pierce, Florida 34954 
(407) 465-4050 


Provides: individual and group counseling alcohol and drug 
abuse counseling. 


-93- 


AIDS 


Alcoholics Anonymous 

c/o Welcome Home Club 

305 S. 7th Street 

Fort Pierce, Florida 34950 

(407) 461-1799, 465-9212, 878-3411 


Provides: meetings in Spanish 
Home Health Care 


Visiting Nurses Association 
(407) 464-1833 


Provides: registered nurses services, home health aids, 
medical social workers, therapists, registered dieticians, 
health education, medical equipment, accepts Medicaid, 
Medicare, sliding fee scale, 24 hour - 7 day a week access to 
service, speaks Spanish, Chaplain. 


St. Lucie Home Health Agency (St. Lucie Staff Builders) 
1801 S. E. Hillmoore Drive Suite C-104 

Port St. Lucie, Florida 34952 

(407) 878-8820 


Provides: skilled nursing care, physical therapy, 
occupational therapy, social services, home health aides, 
English only. 


Hospice of the Treasure Coast 
P. O. Box 1742 

Ft. Pierce, Florida 34954 
(407) 465-0504 


Provides: home health out patient care, temporary service 6 
months, contracts for short term in patient care, accepts 
Medicaid. 


Hospice of VNA , 

1111 36th Street 

Vero Beach, Florida 32960 
(407) 464-5504 


Provides: home health care in Indian River County, nursing 
services, social workers, volunteers 


Hospital-Medical 
HCA Lawnwood Regional Medical Center 
1700 5, 23rd Street 


Fort Pierce, Florida 34950 
(407) 461-4000 
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AIDS 


HCA Medical Center of Port St. Lucie 
1800 S. E. Tiffany Avenue 

Port St. Lucie, Florida 34952 

(407) 466-1028 or 335-4000 


Hospital-Psychiatric 


Indian River Community Mental Health Center 
800 Avenue H 

Ft. Pierce, Florida 34950 

(407) 468-5600 

Crisis line (407) 468-5643 


Provides: residential substance abuse program, detox unit, 
out-patient aftercare, sliding fee scale 


HCA Harbor Shores of Lawnwood 
1860 Lawnwood Circle 

Fort Pierce, Fl 34950 
1-800-433-COPE 


Accepts Medicaid/Medicare 
Support Groups 


St. Lucie County Public Health Unit 
714 Avenue C 

Fort Pierce, Florida 34950 

(407) 468-3945 

Contact person: Carl Blair 


Martin County AIDS Support Group 
Beth Patterson (407) 283-7753 
Hotline Martin County - 286-5966 


Friend relative of people with AIDS ог positive HIV 
286-5966 or 286-1121 Monday-Friday 8:00 am to 4:00 pm. 


; Newsletter 


Martin County AIDS Support Group Newsletter 
contact person to subscribe: ` | 
Веїһ 283-7753 

Danny 546-7261 


AM FAR Report (American Foundation for AIDS Research) 
40 West 57th Street 

Suite 406 

New York, N. Y. 10019-4001 

(212) 719-0033 

Printed in English only. 
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PROJECTION OF NEED 


It need hardly be said that the service needs of AIDS infected persons are now a 
serious problem in Palm Beach county and in the next five years will cause a 
severe problem for medical institutions and especially other services in that 
county. If the estimate of incidence noted in the Introduction holds true, a major 
planning, coordinating and development process must begin almost at once. 


Although the number of actual and estimated cases of AIDS are much smaller in 
the other four counties, so also are existing services and programs in those areas. 
Those counties too need to plan now for what can be expected in the next five 
years. 


Projecting the future incidence and prevalence of AIDS, ARC and HIV positivity is 
a risky business given the assumptions that must be made in the absence of proven 
principles based on hard data. At the same time, enough data is available to 
gauge at best the low and high range of likely numbers in the years to come. 


Tables IX and X show the numbers of persons estimated at three levels to be 
infected with the AIDS virus in the years shown. These numbers include full 
blown AIDS cases, ARC cases and seropositive persons. Sims and Witte indicate 
in their paper that as current studies in Florida progress, the number in the Tables 
will or will not be verified. The numbers shown do not include the persons who 
will become infected in the years shown nor the infected persons newly relocating 
to Florida in the years shown. 


Tables XI through XIII show a fairly conservative estimate* of the services that 
will be needed in each county of District IX for the years shown. Once again, the 
data are based on an estimate of the number of persons alive with full blown 
AIDS. The low figures assume that number will quintuple in five years while the 
high figures assume that the number will double every fifteen months. 


Table XIV shows the number of hospital beds that would be utilized entirely by 
AIDS patients and the number of FTE personnel needed to provide the variety of 
services shown. Also shown is a combined estimate of the number of SNF, HRF 
and hospice beds that would be needed. 


In the next iteration of this report, considerable analysis of these data needs to be 
done as well as a search for any more refined model that may have become 
available. But at least a few conclusions can be drawn, keeping in mind that we 
are dealing with estimates and assumptions. 


» Hospital capacity for AIDS patients appear to be present in District IX in 
sufficient volume except possibly in the winter season and at the high end of 
the estimates. This would be a problem mostly for Palm Beach County both 
on the coast and inland. 


*These estimates use a model developed by the Rochester, N.Y. Task Force on 
AIDS developed in April, 1987. 
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Nursing home availability is simply not present with the exception of Palm 
Beach County Home. The latter would be inadequate to handle the low 
estimate, much less the high end number. 


Home Health visit and Hospice home visit capacity appears to be in 
sufficient supply for the low end estimate but would not be adequate for the 
high end numbers. There is some anecdotal evidence that present supply is 
short but this needs to be investigated. 


Given that the needed supply of physicians is indicated in terms of 
FTE personnel (20-72 in Palm Beach County) it is very doubtful that 
sufficient physician supply is present especially at the high end of need. 


It is clear that the need for crisis intervention and support/counseling is 
great even at the low end. The current support system is strained now and 
will be swamped if nothing is done to increase the supply of personnel. Much 
the same is true of practical support personnel. 


Housing days availability is a serious problem in that only one home 


exists with eight units and a long waiting list. The need will be for 25-100 
units in 1994. 
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TABLE IX 
1988 Projected Impact of HIV Infection Rates 1 
at Various Percent of Population 


Estimaje 
5/1988 


| Population 
| 


St. Lucie 
| 1, 175, 152 5,876 17,627 | 


IX 2,1521 
¿Sims & Witte, Aids: The HIV Epidemic, 9/20/88. / 
2 Population Studies, University of Florida, May 1989. 


TABLE X 
1995 Projected Impact of HIV Infection Rates! 


at Various Percent of Population 


Population 
Estimate 
1995 0.5% 1.5% 2.5% 


111,028 ——— 1:025 — 665 Ee ТІҢ | 

| . 115,401 | 

FD 3 855 
1,055,983 5,280 15,840 26,400 


X | 1,493,242 | 7,466 22,399 | 37,331 


¿Sims nz ‘Aids: The Epidemic, 9/88. 
? Population Studies, May, 1989, Vol. 22, No. 3-4, University of Florida. 
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ESTIMATED SERVICES UTILIZATION PER YEAR AND SERVICES NEEDED 


Services 

Projected cases alive 
Hospital Admissions 
Per Case Per Year 
Average Length of Sta 
Inpatient Days Per Case Per 
Year 

Outpatient Visits 

Skilled Nursing Facility Days 
Related 

Health Facility Days 
Hospice Inpatient Days 
Home Health Visits 

Home Hospice Visits 
_Housing Days 

Crisis Intervention Hours 
Support /Counseling Hours 
Practical Support Hours 


TABLE XI 


IN DISTRICT IX 
PALM BEACH COUNTY 


Coastal 
Per 1994 1994 1994 Total 
AIDS Case | 1989 Low High 1989 Low High Low High 


A 


c 
c 
A 


a 
=) 


lA) 241 | 2005 | 3,848 | 91 5 


EOR 
, 
2 


9,54 


3 E 
| 23.6 | 5,688 23,718 | 90,813 | 2,148 | 10,738 | 34,362 | 34456 
| 20.5 | 


20.5 4,941 | 20,603 78,884 1,866 9,328 | 29,848 29,93 


1,446 | 6,030 


11.8 ДБ 859 | 45,406 1,074 5,369 | 17,181 | 17,228 
9.1 
, 


125,175 
108,7 


8,736 8,760 31,824 


62,578 


477,360 


3 
1 9.146 | 35,017 4,141 | 13,250 13,287 


1,090 |.90,450 6,320 8,190 | 40,950 |131,040 


8,676 |36,180 138,528 | 3,276 116,380 152,416 152560 


131,400 


190,944 


BEDS 


Number of Hospital Beds 
Used 

Outpatient MD-FTEs @ 35 
vists/week 

SNF-HRF- Hospice Beds 
Home Visitors 

Counselors 

Practical Supporters 


PERSONNEL REQUIRED TO PROVIDE ABOVE SERVICES __ HE pM 
o pap | os 
[| - | 4] 17 | 63 | 2 ] 8| 24 |.25 | 87) 
| = 1 47] 144 | 538 | .2 | 7] 20. |] 21 | 73] 
| [| 6| 24 | 92 | 2 | ul] 35 | 35 | 127 | 


SUIV 
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TABLE XII 
ESTIMATED SERVICES UTILIZATION PER YEAR AND SERVICES NEEDED 
IN DISTRICT Ix 


INDIAN RIVER AND OKEECHOBEE COUNT IES 


ndian hiver Okeechobee 
Per Жан: 1994 
Services AIDS Case E | High 1989 High E 


Projected cases alive lA 1.357] AAA 
Hospital Admissions 

Average Length of Sta 13.1 A Y 
Inpatient Days Per Case Per 23.6 д 290 1,888 236 

Year 755 
Outpatient Visits 2221.22 
Skilled Nursing Facility Days 

Related :30 150 192 
Health Facility Days 

Hospice Inpatient Days : 

Home Health Visits 

| Housing Days | 91 | 46 | 229 | ata 
“Crisis Intervention Hours 

Support /Counseling Hours | soo |450 0280 te 
Practical Support Hours | 36.0 (|180 | 900  ! 2,880 


BEDS & PERSONNEL REQUIRED TO PROVIDE ABOVE SERVICES 


Used 

we eT | | as ro | os |. EC 
vists/week 

SNF-HRF- Hospice Beds a 
Home Visitors Dumme 11 | -03 |-14 |а | 
Counselors [o o ыға | 2 1.60 1190 
Practical Supporters AAA 19 [и lA 


єптї 
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TABLE XIII 
ESTIMATED SERVICES UTILIZATION PER YEAR AND SERVICES NEEDED 
IN DISTRICT IX 


MARTIN AND ST. LUCIE COUNTIES 


Martin 

Per Жаа. 1994 
Services AIDS Case | 1989 High 1989 High 
Projected cases alive AA AA um ЕНЕР ГЕН ЕН = 05 336 
Hospital Admissions 
Per Case Rer Year 18 202 38 189 605 
Average Length of Sta a. мыш кє мыксыз исэшш = 
Outpatient Visits 20.5 Dui ШЕГШЕ 2: ИШ ЕТПЕ A088] 6,888 


Skilled Nursing Facility Days 
Related 
Health Facility Days 


210 672 126 630 2,016 
Hospice Inpatient Days 


Home Health Visits _ 
_Housing Days ru cu 1,019 


“Crisis Intervention Hours 


| 3,058 | 
3, 150 10,080 1 ЕТІ. $4 30,240 
Support /Counseling Hours 
[12,09G | 


"Practical Support Hours 1.36.0. 1,260 4,032 | 796 | 3,780 112,0 
“BEDS & PERSONNEL REQUIRED TO PROVIDE ABOVE SERVICES 


eb .45 2 7.3 1.4 7.0 22.0 


eo 
к. 


Outpatient MD-FTEs (2 35 

a + |.| s| в) cdo] ыш |as | 
SNF-HRF-Hospice Beds EA Ss ee ee ee ee Y RAM 
Home Visitors la [| o| 48 | 15] .921144 | 46 | 
Counselors | > | .41]2 | To | 63 | 20 | 
Practical Supporters D o [117] 92 | 27) .5| 25 |8 | 
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GLOSSARY 


Acquired. Not inherited or congenital. 


Acquired Immune Deficiency Syndrome (AIDS). A disease characterized by 
failure of the immune system to protect against infections and certain 
cancers. This defect strikes previously healthy individuals who have no 
other known cause for the immunosuppression. It is not inherited (or 


congenital). First described in mid-1981. Caused by HIY infection, 
prevention and cure are unknown. 


Active surveillance. The process of actively seeking out and identifying 
health proolems within a population. (See Passive surveillance.) 


Antibody. A protein that specifically combines with and helps to destroy a 
foreign substance in the body. Antibodies are manufactured by B-lympho- 
cytes in response to the presence of specific antigens. Once an antibody 
is formed, the cell has a "memory" of the event; in most stances this 
"memory" helps to render the patient immune to that specific antigen in 
the future. 


Antigen. A substance that is recognized as foreign by the immune system. 
Specific substances, called antigen receptors, are found on the surfaces 
of both B-lymphocytes and T-lymphocytes. These antigen receptors make 
possible the reaction of B- and T-lymphocytes to antigens. Without 
antigen receptors, the lymphocytes cannot respond to the presence of 
antigens and no immune response takes place. 


ARC. AIDS-Related Complex. Disease symptoms associated with HIV infection, 
but not meeting the CDC definition of AIDS. 


Autoimmune disease. A condition in which a person's immune system perceives 
the body's own cells as foreign and attacks them. 


B-lymphocyte. A lymphocyte that produces antibodies to create immunity 
against certain diseases. Antibodies are important for protection against 
bacterial infection, for example. 


COC criteria. The specific criteria by which the U.S. Centers for Disease 
Control define an individual case of illness as AIDS. Тһе СОС definition 
requires that a person have an illness strongly suggestive of an 
underlying immune deficit, such as opportunistic infections or Kaposi's 
sarcoma, in the absence of any treatment or disease condition that 
suppresses the immune system. 


Cell-mediated immunity. Immunity conferred by the T-lymphocytes. 
Congenital. Any condition present at birth. Opposite of "acquired". 
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Constitutional symptoms. In AIDS, any one of a group of clinical symptoms 
thought to be indicative of an early stage of AIDS. These include 
malaise, fatigue, diarrhea, fever, night sweats, and severe weight loss 
over a period of months. 


Cryptococcus. A fungus that rarely causes infection in healthy persons. One 
of the opportunistic infections found in AIDS patients. 


Cytomegalovirus (CMV). A herpes virus commonly found in AIDS patients and 
also in otherwise healthy homosexual males. CMV is capable of producing 
serious illness in infants, weakened persons, and those whose immune 
systems have been suppressed by drugs or cancer. 


ONA. The double helix of genetic material that carries the genetic 
information. 


ELISA. An acronym for “enzyme-linked immunosorbent assay," a test used to 
detect antibodies against HIV in blood samples. 


Endemic. A condition or disease that is widespread in a population. Compare 
epidemic. | 


Epidemic. An outbreak of a disease among a population that is not normally 
found in a large fraction of that population. Compare endemic. 


Epidemiology. The discipline of tracking and discovering the cause(s) of an 
epidemic. 


Epstein-Barr virus (EBY). A virus responsible for infectious mononucleosis 
and implicated in Burkitt's lymphoma. Found in a high percentage of дау” 
men. EBY is in the herpes virus family. 


"False negative. A negative test result for a condition that in fact is 
present. 


False positive. A positive test result for a condition that in fact is not 
present. 


Herpes virus. A family of viruses that are large, are covered by a fatty 
envelope, and contain a large amount of DNA as their genetic material.- 
They include herpes simplex, herpes zoster, Epstein-Barr virus and 
cytomegalovirus. Herpes viruses tend to occur in a severe form in 
immunocompromised patients, such as those with AIDS. 


HIV (Human Immune Deficiency Virus). The designation given by the Interna- 
tional Committee on the Taxonomy of Viruses for the virus identified as 
the cause of AIDS. Also known as LAY or HTLY-III virus. 


Host defense. The sum of all bodily protections against disease. Host 
efense starts with the physical barrier to infection provided by the skin 
and continues to cells called macrophages, which engulf invaders, and 
other types of nonspecific protection. The immunune system is an integral 
part of host defense. 
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HTLY-III (Human T-cell lymphotroohic virus). A member of the retroviral 
family, this virus, discovered in 1983, is the cause or a cofactor in 
AIDS. See also HIV. ' 


Humoral immunity. The resistance to disease conferred by the antibodies 
produced by the B-lymphocytes. 


Immune overload. In AIDS, the theory that the breakdown of the immune system 
is caused by years of multiple recurrent infections that somehow cause the 
immune system to cease functioning properly. 


Immune system. A complex of cells and proteins that helps fight infectious 
. diseases and possibly also cancer. 


Immunization. Protection against disease by vaccination or innoculation, 
usually by introduction of a weakened form of the infectious agent or of a 
component of the organism that cannot cause disease by itself. 


Immunodeficiency. A state in which the immune system does not function 
properly. It is marked by repeated severe infections and, in extreme 
cases, by an increased incidence of certain cancers.  Immunodeficiency can 
be inherited, in which case it is called congenital immunodeficiency, or 
caused after birth, called acquired immunodeficiency. Acquired 
immunodeficiency can be brought on by disease, such as cancer, or by 
medical treatment, such as drugs used to prevent transplant rejection. An 
acquired immunodeficiency of unknown cause underlies the many 
manifestations of AIDS. 


Incubation time. The period between exposure to an infectious agent and the 
first signs of the infection. 


Interferons. Chemical substances produced by cells in response to infection. 
ere are now known to be at least fifty different types of interferons. 
These natural hormones are thought to be involved in the regulation of the 
immune system. Interferons are being tested for cancer chemotherapy, 
as well as for their ability to restore the immune system in patients with 
AIDS. 


Interleukin-2 (IL2). A chemical substance thought to regulate the production 
and maturation of many types of T-lymphocytes and B-lymphocytes. 


Kaposi's Sarcoma (KS). A cancer of the blood vessels that usually appears 
first on the skin. It is common in equatorial Africa, where it often has 
an aggressive course and even affects children. In the United States it 
is mostly found among elderly men of Mediterranean descent, in whom it 
progresses slowly, rarely kills, and can be treated. As one of the 
manifestations of AIDS, Kaposi's sarcoma strikes young men and is 
intermediate in virulence between the African and classical American 
diseases. Cytomegalovirus may be involved in this cancer. 


Killer T-lymphocytes. These are lymphocytes that come into contact with 
foreign cells, tumor cells, and cells infected with viruses, and kill them. 
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(АҮ. Lymphadenopathy-associated virus. See also HIV, 


Latency. The period between contracting a disease and showing the first 
symptoms. Similar to the incubation period. In AIDS, the latency period 
is quite long, apparently between six months and more than five years. 


Leukocytes. White blood cells. Three types of leukocytes are macrophages, 
Tympnocytes, апа polymorphonuclear leukocytes. 


Lymphadenopathy. Persistent swelling of the lymph nodes. In AIDS, a 
condition of long-term generalized lymph-node swelling thought to be in 
some instances an early sign of infection with the putative AIDS agent. 
Also called lymphadenopathy syndrome (LAS). 


Lymphocyte. A small type of white blood cell responsible for immunity. 
Lymphocytes originate in the bone marrow, pass through the bloodstream, 
and enter other organs (such as the thymus) where they become modified to 
T-lymphocytes and B-lymphocytes, 


Lymphoma. Cancer of the lymphoid tissues. 


Macrophage. From the Greek words for "big" and "eater." A white blood cell 
that destroys foreign substances and cells. It also cooperates with T- 
and B-lymphocytes in the immune response. 


Opportunistic infection (OI). Any infection that is caused by a microorganism 
commonly found in the environment but that causes disease only in persons 
who are weakened or whose immune systems are deficient. These infections 


are frequently the immediate cause of death in AIDS patients, though the 
underlying "cause" is the immune deficiency. 


Passive surveillance. The process of monitoring health problems through the 
receipt of reports on those problems. (See also Active Surveillance.) 


Pneumocystis carinii pneumonia (PCP). A form of pneumonia caused by a 
protozoan parasite. It usually does not cause an infection in a host with 
an intact immune system. This organism is the most common one isolated in 
AIDS patients and is associated with a high death rate in AIDS. 


Retrovirus. А class of viruses that contain the genetic material RNA and that 
have the ability to copy this RNA into DNA inside an infected cell. The 
resulting DNA is incorporated into the genetic structure of the cell and 
passed on to each of the infected cell's daughter cells. 


Risk factor. Any personal or environmetal condition that increases an 
Tndividual's probability of getting a disease, having an accident, etc. 


RNA. A form of genetic material complementary to DNA. 


Seropositive. In the context of HIV, the condition in which antibodies to the 
virus are found in the blood. 
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Severe combined immunodeficiency syndrome. A severe inherited immune 
deficiency disease in which both humoral and cell-mediated immunity are 
absent. 


Syndrome. A pattern of symptoms and signs, appearing one by one or simul- 
taneously, that together characterize a particular disease or disorder. 


T-helper lymphocytes. Those T-lymphocytes that assist B-lymphocytes in 
Maturing to produce antibody and that enhance cell-mediated immunity. 


T-lymphocyte (or T cell). One type of lymphocyte, maturing in the thymus 
. gland. Responsible for protecting against a range of infectious agents, 
particuarly those that replicate inside cells, such as viruses, parasites, 
and fungi. T-lymphocytes also regulate the function of a variety of other 
cells of the immune system. See also B-lymphocyte, killer T-lymphocytes, 
lymphocyte, T-suppressor lymphocytes. 


T4 lymphocyte (or T4 cell). T lymphocytes which play important regulatory 
roles in the human immune system by helping or inducing other immune 
system cells to activate. These cells appear to be the primary targets 
for infection by HIV. 


T8 lymphocyte (or T8 cell). T lymphocytes which play important regulatory and 
unctional roles in the human immune system by suppressing or destroying 
other immune system cells. 


T-suppressor lymphocytes. See T8 Lymphocyte. 


Virus. A subcellular microorganism composed of genetic material, either DNA 
or RNA, and protein. In the body, viruses multiply only within host cells. 


Western blot technique. A test that involves the identification of antibodies 
against specific protein molecules. This test is believed to be more 
specific than the ELISA test in detecting antibodies to HIV in blood 
samples; it is also more difficult to perform and considerably more 
expensive. Western blot analysis is used by some laboratories as a 
confirmatory test on samples found to be repeatedly reactive on ELISA 
tests. 


SOURCES: Fettner, Ann Giudici, William A. Check, Ph.D., The Truth About 


AIDS: Evolution of an Epidemic, Holt, Rinehart and Winston, New 
York. 


Institute of Medicine, National Academy of Sciences, Confrontin 
AIDS: Directions for Public Health, Health Care, and Research, 
National Academy Press, Washington, D.C., 1986. 
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RECOMMENDATIONS 


DISTRICT IX 


Given the fact that a cure for AIDS is not yet on the horizon, prevention and 
related education efforts should be a major activity throughout the District. 
Funding must be found to increase and sustain a high level of such efforts. 


Coordination of existing health service and related providers of care is another 
priority for the District. Many health services are present but should be better 
coordinated. Related services (e.g., temporary and longer term housing) are not 
nearly so available and, in many cases, need to be developed. 


PALM BEACH COUNTY 


This County has the majority of AIDS cases in the District now and for the 
future. There has been a great deal of activity in securing appropriate services 
and many are in place. However, problems continue in that some services are 
still not available (e.g., nursing home beds, housing). In addition, there is a great 
need for better coordination among the various providers so that AIDS patients 
can have the benefit of a full continuum of care. Case management appears to 
be a problem. 


1. Current AIDS health care providers should jointly develop a coordinating 
body to insure that the full spectrum of services is available and 
accessible. One such effort has begun and should be encouraged. 


2. Nursing home services are not available (with the exception of the 
County Home). An effort to investigate the need for higher reimburse- 
ment rates to encourage the provision of these services should be made 
and the results given to local legislators and to appropriate HRS 
personnel. 


3. Staff should be provided to ensure that preventive educational efforts can 
be stepped up, especially to the I.V. drug using population both on the 
coast and in the Glades area. 


4. Educational institutions (from elementary through university levels) should 
be surveyed to determine the adequacy of current AIDS education 
programs to reach young people. 


5. Special efforts should be undertaken by the County Home and General 
Care Facility to recruit nursing personnel in order to make all 29 beds in 
the AIDS Unit available as soon as possible. Local hospitals should share 
their recruitment expertise with the County Home. HRS should assist 
this effort by determining whether or not additional funding is available 
to attract sufficient personnel. 


6. Local private builders should be challenged to devise a method of 
providing appropriate housing units for persons with AIDS. Federal and 
State funding sources for this purpose should be investigated (e.g., 
housing rehabilitation funds, tax credits, etc.). 
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10. 


Funding should be made available, along with other incentives, which will 
encourage operators of ACLFs to accept HIV infected individuals. 


Substance abuse services, currently in short supply for the high risk 
population, should be expanded. A special effort is needed to reach out 
to HIV infected drug abusers in order to slow their spread of the 
infection. 


Pediatric services addressing special problems for those infected at birth 
should become a priority as the number of pediatric AIDS cases grows. 


Transportation for AIDS and ARC patients should be coordinated among 
organizations providing the service. It should be added where it does not 
exist and expanded where it is not adequate. 


INDIAN RIVER, MARTIN, OKEECHOBEE AND ST. LUCIE COUNTIES 


These four counties have had a small number of AIDS cases so far (13, 16, 4, and 
35 respectively). The number of HIV+ persons living in these counties, or likely to 
become residents, cannot be determined with any certainty (estimates reach as 
many as 3,400). Despite the relatively small numbers, the gravity of the problem 
for these individuals--both AIDS patients and HIV+s--is such that much needs to be 


done. 


1. 


A planning/coordinating body should be created to determine current and 
future service needs in this part of the District. In the absence of large 
numbers of patients creating severe immediate demands on the system, 
the area has the time to develop carefully worked out plans to deal with 
what will almost inevitably be considerably larger numbers in the near 
future. 


Preventive educational efforts should be surveyed to determine their 
adequacy and to determine which populations need immediately increased 
efforts to prevent currently small numbers from increasing. St. Lucie 
County should be a special priority in view of its recent relatively large 
increase in cases. 
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APPENDIX 


LISTS OF FACILITIES 
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Note: 


Bethesda Memorial Hospital 
2815 South Seacrest Boulevard 
Boyntonb Beach, Florida 33435 
President: Robert B. Hill 


Boca Raton Community Hospital 
600 Meadows Road 

Boca Raton, Florida 33486 
Chairman: Steve Ladika 


Delray Community Hospital 
5352 Linton Boulevard 

Delray Beach, Florida 33445 
Exec. Dir.: Stephen Bernstein 


Palm Beach Regional Hospital 
2829 Tenth Avenue North 
Lake Worth, Florida 33460 
Administrator: Joseph Boykin 


Everglades Memorial Hospital 
200 South Barfield Highway 
Pahokee, Florida 33476 
President: Don Anderson 


Glades General Hospital 
1201 Main Street 

P.O. Box 9900 

Belle Glade, Florida 33430 
Administrator: Joe Greene 


Good Samaritan Hospital 

P.O. Box 3166 

Flagler at Palm Beach Lakes Blvd. 
West Palm Beach, Florida 33402 (1) 
President: Ken Weda 


Humana Hospital Palm Beaches 
2201 Forty-Fifth Street 

West Palm Beach, Florida 33407 
Palm Beach Martin Co. Med. Ctr. 
Administrator: Niels P. Vernegaard 


Se 


As of January 11, 1989 


HOSPITALS 
DISTRICT Ix 


PALM BEACH COUNTY 


737-7733 


395-7100 


498-4440 


967-7800 


924-5201 


996-6571 


655-5511 


842-6141 
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Unless otherwise listed, Area Code for District IX is 407 


J.F. Kennedy Memorial Hospital 965-7300 
P.O. Box 1489 

Congress Avenue at Atlantis 

Lake Worth, Florida 33460 
Administrator: James Knoble 


Palm Beach Gardens Medical Center 
622-1411 

3360 Burns Road 

Palm Beach Gardens, Florida 33410 

Administrator: Arlen Reynolds 

The Jupiter Hospital* 747-2234 

1210 South Old Dixie Highway 

Jupiter, Florida 33458 

COO: Tom Jolly 

Palms West Hospital 798-3300 

P.O. Box 1150 

13001 State Road 80 

Loxahatchee, Florida 33470-1150 

Administrator: Michael Pugh 

St. Mary's Hospital 844-6311 

900 Forty-Fifth Street 

West Palm Beach, Florida 33407 

Exec. V.P. - Sister Patricia Friel 


Wellington Regional Medical Center 
798-8500 

10101 Forest Hill Boulevard 

West Palm Beach, Florida 33414 

Administrator: Arnold Schaffer 


West Boca Raton Med. Ctr. 
21644 State Road Seven 

Boca Raton, Florida 33428 
Administrator: Barry Weinbaum 


488-8000 


*HOLDING COMPANY: 

Palm Beach Martin County Med. Ctr. 
1210 South Old Dixie Highway 
Jupiter, Florida 33458 

CEO: Wesley W. Oswald 


"E 


HOSPITALS 
DISTRICT IX 


FOUR NORTHERN COUNTIES 
Note: Unless otherwise listed, Area Code for District IX is 407 


INDIAN RIVER COUNTY 


Indian River Memorial Hospital 567-4311 
1000 Thirty-Sixth Street 

Vero Beach, Florida 32960 

President: Michael J. O'Grady 


Humana Hospital Sebastian 589-3186 
U.S. Highway #1 

Sebastian, Florida 32958 

Administrator: Mitchell Smith 


MARTIN COUNTY 


Martin Memorial Hospital 746-3158 
P.O. Box 9010 

SE Hospital Avenue 

Stuart, Florida 34995 

Administrator: Guy N. Cromwell 


OKEECHOBEE COUNTY 


HCA Raulerson Hospital (813)-763-2151 
1500 North Parrott Avenue 
Okeechobee, Florida 33472 
Administrator: Roy Vinson 


ST. LUCIE COUNTY 


Lawnwood Medical Center 461-4000 
1700 South 23 Street 

Fort Pierce, Florida 33450 

Administrator: Nick Carbone 


HCA Medical Center of Pt. St. Lucie 335-4000 (Port St. Lucie) 
1800 S.E. Tiffany Street 466-1028 (Fort Pierce) 
Port St. Lucie, Florida 34952 

Administrator: C. Robert Benson 


-112- 


% DISTRICT ІХ 


! KEY 
The Health Center st Abbey 
Delray South 

1717 Homewood Bouleverd 

Delray Beech, Florida 323445 

Americen-finnish Nursing Home 

1800 South Drive 

Lake Worth, Florida 33461 

Atlentis Convalescent Center 

6026 Old Congress Road 

Lentene, Florida 33462 

Boca Raton Convelescent Center 

755 Meadows Road 

Boca Raton, Florida 33432 

5 Boulevard Manor Home 

2839 South Seacrest Boulevard 
Boynton Beach, Florida 33435 

King David Center Palm Beach 

1101 Fifty-Fourth Street 

West Palm Beach, Florida 33407 

Convalescent Center Palm Besch 

300 Fifteenth Street 

West Palm Beech, Florida 33401 

Lekeside Heslth Center 

2501 Australien Avenue 

West Pelm Besch, Florida 33407 

Jupiter Convelescence Pavillion 

1230 South Old Dixie Highway 

Jupiter, Florida 33458 

Crest Menor Nursing Home 

504 Third Avenue South 

Leke Worth, Florida 33461 

Darcy Hall Nursing Home 

2170 Palm Beach Lakes Blvd. 

West Pelm Beach, Florida 33409 

Eason Nursing Home 

1711 Sixth Avenue South 

Lake Worth, Florida 33460 

The Fountains 

3800 North Federal Highway 

Boca Raton, florida 33431 

The Health Center st Abbey 

Delray North 

2105 S.W. Eleventh Court 

Delray Beach, Florida 33445 

Whitehall Boca Reton 

7300 Del Prado Circle South 

Bocs Raton, Florida 33433 
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Continental Medical of P.B. 
(Helen Wilkes) 
750 Bayberry Drive 
Lake Perk, Florida 33403 
17 Meclen Rehebilitation Center 
1201 Twelfth Avenue South 
Leke Worth, Florida 33460 
18 Lake Worth Healthcare Center 
2501 North A Street 
Lake Worth, Florida 33460 
19 Medicana Nursing Center 
1710 Lucerne Avenue 
Leke Worth, Florida 33460 
29 Lourde's Noreen McKeen 
315 South Flegler Drive 
West Palm Beech, Florida 33401 Roval Pelm Beech, Florida 33411 
21 Regency Heelth Care Center 35 West Palm Beach Village Care 
3599 South Congress Avenue Center 
Lake Worth, Florida 33461 1626 Davis Road 
22 Palm Beech County Home West Palm Beach, Florida 33406 
1200 Forty-Fifth Street 26 Meadowbrook Manor of Boca 
West Palm Beach, Florida 33407 Cove 
23 St. Andrews Estate Medical Ctr. 1150 N.W. Fifteenth Street 
6152 North Verde Trail Boca Raton, Florida 33432 
Boca Raton, Florida 33433 37 Haverhill Care Center 
24 The Waterford Health Center 5065 Wallis Road 
601 South U.S. Highway $1 West Palm Beach, Florida 33406 
Juno Beach, Florida 33408 38 Jupiter Csre Center 
25 Joseph L. Morse Ceriatric Ctr. 17781 Yancy Street 
4847 Fred Gledstone Drive Jupiter, Florida 33458 
West Palm Beach, Florida 33407 39 Harbour's Edge 
26 Manor Care of Boca Raton 401 Esst Linton Boulevard 
375 N.W. Fifty-First Street Delray Beach, Florida 33444 
Boca Raton, Florida 33431 40 Palm Garden--West Palm Beach 
27 Hillhaven Convalescent Center 300 Executive Center Drive 
5430 Linton Boulevard West Palm Beech, Florida 33401 
Delray Beach, Florida 33445 41 Rehabilitation & Skilled Nursing 
28 Regents Park of Boca Raton Center of Palm Beech 
6363 Verde Trail 6414 Thitteenth Rosd, South 
Boca Raton, Florida 33433 Greenacres City, Florida 33415 
29 Glades Health Care Center 
230 South Barfield Highway 
Pahokee, Florida 33476 
30 Sutton Place Convalescent Ctr. 
4405 Lekewood Rosd 
Lake Worth, Florida 33461 
31, Edgewater Pointe Estates 
-23305 Blue Water Circle 
Boca Reton, Florida 33433 
32 Manor Caie of Boynton Besch 
3001 South Congress Avenue 


Boynton Beech, Florida 33435 
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33 Ridge Terrace Health Cere Ctr. 
P.0. Box 3378 | 
Lantena, Florida 33465-3378 

34 Royal Menor 
100 Bob White Court 


DISTRICT IX HEALTH COUNCIL, INC. 
Seating Iulian River. Martin, Okeechobee. Palm Beach € St. Lacio Counties 
H55 WESTROADS DRIVE 
West Palm Beach FLIAG Tel 305854070 


DISTRICT IX 


OKEECHOBEE 
COUNTY 


INDIAN RIVER COUNTY 


| КЕҮ | 
1-1 Florida Baptist Retirement 
Center 
1006 Thirty-Third Street 
Vero Besch, Florida 32960 
1-2 Vero Besch Care Center 
3663 Fifteenth Avenue 
Vero Beach, Florida 32960 
1-2 Indian River Village Care Center 
1310 Thirty-Seventh Street 
Vero Beach, Florida 32960 
1-4 Royal Palm Convalescent Ctr. 
2180 Tenth Avenue 
Vero Beach, Florida 32960 
l-5 Palm Garden - Vero Beach 
1755 Thirty-Seventh Street 
Vero Besch, Florida 32960 
l-6 Indian River Esteles Medical 
Facility 
2250 Indisn Creek Boulevard 
West Vero Besch, Florida 32960 


MARTIN COUNTY 


| KEY 

M-1 Hobe Sound Geriatric Village 
9555 S.E. Federal Highway 
Hobe Sound, Florida 33455 

M-2 Stuart Convalescent Center 
1500 Palm Beech Roed 
Stuart, Florida 33494 

M-3 Saleino Bay Manor 
4801 Cove Road 
Port Salerno, Florida 33492 


Sebostion 


INDIAN RIVER 
COUNTY 


MARTIN 
COUNTY 


hadlantown 
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OKEECHOBEE COUNTY " 
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КЕҮ 
0-1 Okeechobee Health Care Facility 
1646 Highway 4441 North 
Okeechobee, Florida 33472 


ST. LUCIE COUNTY 


| KEY 
S-1 Abbiejesn Russell Care Center 
700 South 29 Street 
Ft. Pierce, Florida 33450 
S-2 Sunrise Manor 
611 South Thirteenth Street 
Ft. Plerce, Florida 33454 
S-3 Ft. Pierce Care Center 
703 South 29 Street 
Ft. Plerce, Florida 33450 
S-4 Pt. ST. Lucie Convalescent Ctr. 
7300 Oleander Avenue 
Pt. St. Lucie, Florida 
S-5 Savana Cay Manor 
1655 S. E. Walton Rosd 
Pt. St. Lucie, Florida 24952 
$-6 Palm Garden 
1751 Hillmoor Drive 
Pt. St. Lucie, Florida 33452 


33452 
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INDIAN RIVER, MARTIN, OKEECHOBEE, AND 
ST. LUCIE COUNTIES 


Fort Pierce 
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T IX HEALTH COUNCIL, INC 
alm Beach © St. Lacie Counties 
ENTROADS DRIVE 
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MEDICARE-CERTIFIED LICENSED AGENCIES 


IN DISTRICT IX 
February 23, 1989 


Agency 


A Visiting Redi-Nurse 
1800 Forest Hill Boulevard 
West Palm Beach, Florida 33406 


Andro Care. Inc. 
6201 North Federal Highway 
Boca Raton, Florida 33487 


BethesdaCare Home Health Agency 
2815 South Seacrest Boulevard 
Boynton Beach, Florida 33435 


Coastal Home Health Services, Inc. 
311 N.E. Second Avenue 
Delray Beach, Florida 33447 


Community Home Health of Palm Beach, Inc. 


2800 South Seacrest Boulevard 
Boynton Beach, Florida 33435 


Gold Coast Home Health Service, Inc. 
911 East Atlantic Boulevard - £200 
Pompano Beach, Florida 33060 


Homecare of Palm Beach, Inc. 
130 JFK Circle, Suite 203 
Atlantis, Florida 33462 


Hospicare 
5300 East Avenue 
West Palm Beach, Florida 33407 


Hospice by the Sea Home Health 
1531 North Palmetto Park Road 
Boca Raton, Florida 33486 


Lifetron, Inc. 
3989 Forest Hill Boulevard 
West Palm Beach, Florida 33406 
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Ргітагу 5егуісе Агеа 


Раіт 


Раіт 


Palm 


Palm 


Palm 


Palm 


Dade 


Palm 


Palm 


Palm 


Palm 


Beach 


Beach 


Beach 


Beach 


Beach 


Beach, Broward and 


Beach and Broward 


Beach 


Beach 


Beach and Martin 


Agency (Cont'd) 


Lifetron, Inc. 
805 Virginia Avenue - #25 
Ft. Pierce, Florida 33452 


Lifetron, Inc. 
2050 Fortieth Avenue 
Vero Beach, Florida 32960 


Medical Personnel Pool of Palm Beach 
211 Royal Poinciana Way 
Palm Beach, Florida 33480 


Morse-Evans Home Health 
4847 Fred Gladstone Drive 
West Palm Beach, Florida 33417 


Nurse-On-Call 
850 Lantana Road 
Lantana, Florida 33462 


Okeechobee Home Health Agency 
C/o Faye Williamson 

P.O. Box 668 

Okeechobee, Florida 33472 


Palm Beach Regional VNA, Inc. 
6080A Okeechobee Boulevard 
West Palm Beach, Florida 33417 


Staff Builders 
1801 S.E. Hillmoor Drive - C-104 
Port St. Lucie, Florida 34952 


St. Mary's Hospital Home Health Agency 


P.O. Box 4620 
| West Palm Beach, Florida 33416-4620 


Salhaven Home Health Agency 
210 Jupiter Lakes Boulevard - #203 
Jupiter, Florida 33458 


Primary Service Area (Cont'd) 


Palm Beach and St. Lucie 


Indian River 


Palm Beach and 


Martin 


Palm Beach 


Palm Beach 


Okeechobee 


Palm Beach 


St. Lucie and Martin 


Palm Beach 


Palm Beach and Martin 
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4144747 


Agency (Cont'd) Primary Service Area (Cont'd) 


Temproary Nursing Service Home Life Palm Beach 
Support System 

100 East Linton Boulevard - #305B 

Delray Beach, Florida 33483 


UpJohn Healthcare Services - Boca Raton Palm Beach, Martin, 
900 N.W. 13th Street and St. Lucie 
Boca Raton, Florida 33432 


Vero Home Care Indian River 
2300 Third Court 
Vero Beach, Florida 32960 


Visiting Nurses Association of Indian River Indian River 
County 

P.O. Box 217 

Vero Beach, Florida 32960 


Visiting Nurses Association of Martin and St. Lucie 
Martin and St. Lucie Counties, Inc. 

633 East Fifth Street 

Stuart, Florida 34994 


Recently approved CON Agencies: 


CON Agency Counties to be Served 
5491 American Health Technologies Palm Beach 
5492 Boca Raton Community Hospital Palm Beach 
$235 Brevard Home Healthcare Services Palm Beach, Brevard 


As stated previously, there are non-Medicare certified home health agencies in 
District IX. These agencies can be located through the local yellow pages. 
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HOSPICES IN DISTRICT IX 


Hospice of Palm Beach County, Inc. 
5300 East Avenue 
West Palm Beach, Florida 33407 


Hospice by the Sea, Inc. 
1531 West Palmetto Park Road 
Boca Raton, Florida 33486 


Hospice of Martin, Inc. 
925 Lincoln Avenue 
Stuart, Florida 33497 


Hospice of the Treasure Coast, Inc. 
131 North Third Street 
Fort Pierce, Florida 33450 


Hospice of the Treasure Coast, Inc. (Sub Office) 
2245 Nineteenth Avenue 
Vero Beach, Florida 32960 


Hospice of the Gold Coast 
4699 North Federal Highway 
Pompano Beach, Florida 33064 


Hospice of Okeechobee 


2613 S.E. Thirtieth Street 
Okeechobee, Florida 33474 


-118- 


COUNTY PUBLIC HEALTH UNITS 


PALM BEACH COUNTY 


Palm Beach County Health Center 
3701 Broadway 

West Palm Beach, Florida 33407 
Tel.: (407) 820-3000 


Southeast Health Center 
345 South Congress Avenue 
Delray Beach, Florida 33444 
Tel.: (407) 272-9700 


Carl L. Brumback County Health Facility 
38754 State Road 80 

BelleGlade, Florida 33430 

Tel.: (407) 996-1600 


MARTIN COUNTY 


ST. 


Martin County Public Health Unit 
131 East Seventh Street 

Stuart, Florida 34995 

Tel.: (407) 278-2277 


LUCIE COUNTY 


St. Lucie County Public Health Unit 
714 Avenue C 

Ft. Pierce, Florida 334950 

Tel.: (407) 468-3945 


INDIAN RIVER COUNTY 


Indian River county Public Health Unit 
1111 Thirty-Sixth Street 

Vero Beach, Florida 32960 

Tel.: (407) 778-6300 


OKEECHOBEE COUNTY 


Okeechobee County Public Health Unit 
505 N.W. Fifth Avenue 

Okeechobee, Florida 33472 

Tel.: (813) 763-3419 
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AIDS 


FLORIDA COMMUNITY HEALTH CENTERS 


Ft. Pierce Community Health Center 
609 North Seventh Street 

Ft. Pierce, Florida 34950 

Tel.: (407) 641-1402 


Indiantown Community Health Center 
16008 S.W. 153 Street 

Indiantown, Florida 34956 

Tel.: (407) 597-3597 


Okeechboee Community Health Center 
308 N.W. Fifth Avenue 

Okeechobee, Florida 34972 

Tel.: (813) 763-7481 
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